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Abstract 
According to Jones, Echevarria, Sun, and Ryan (2016), 80% to 90% of nurses 
experience bullying at some point during their career.   In 2011, the American Nursing 
Association (ANA) reported incivility contributed to 40% of medication errors being 
unreported.  A study by Clarke, Kane, Rajacich, and Lafreniere (2012) reported that 
88.72% of the 674 participating nursing students had experienced bullying by faculty.   
The purpose of this study was to explore the impact nursing education has in the 
perpetuation of incivility in the field of nursing.  Using a modified survey, data was 
collected from two disparate cohorts of nursing students at two dissimilar times during 
their educational process.  This data was analyzed to describe and compare the incivilities 
experienced by second semester and final semester nursing students, to determine if 
differences exist according to the length of time spent in a nursing educational program.  
Viewing these differences through the lens of Bandura’s social cognitive theory may be 
indicative of the role the nursing education process plays in the perpetuation of incivility 
across the professional continuum.  
Results of this study indicate that incivilities, sometimes aggressive and violent, 
were being experienced and perpetrated by both faculty and students in this program of 
study.  Future research is urgently recommended to pinpoint the locus of incivility and 
collaborative efforts involving the educational, clinical, and administrative arenas, in 
conjunction with the legal authorities, is suggested. 
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Chapter 1: Introduction 
Defined as any “rude or disruptive behaviors which often result in psychological 
or physiological distress for the people involved” (Clark, Farnsworh, & Landrum, 2009, 
p. 7), incivility can interfere with the educational process and, in extreme form, be a 
source of physical danger.  Incivility in higher education is an area of much discussion 
and is one of great concern for nursing faculty members (Alberts, Hazen, & Theobald, 
2010).   Incivility can disrupt the flow of information in educational and healthcare 
settings, which poses numerous risks for nurses, nursing faculty, and patients, namely:  
• Bullying behaviors cause intimidation, decrease trust, and create challenges 
for interprofessional communication which can negatively impact the 
exchange of critical information in a timely manner (The Joint Commission, 
2008).   
• In 2011, the American Nursing Association (ANA) reported that many 
medication errors (40%) are not reported due to intimidation and the fear of 
retribution from colleagues (ANA, 2011).   
• A study in 2004 demonstrated that 49% of responding nurses stated that past 
experiences with intimidation altered the way these nurses handle questions 
about medication orders.  Forty percent of respondents asked another 
professional to talk to the prescriber (ISMP, 2004). 
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• Seventy-five percent of responding nurses asked colleagues to help them 
interpret an order to avoid interaction with the health care provider prescribing 
medications (ISMP, 2004).  
The Joint Commission (TJC) is an independent, not-for-profit accrediting agency 
for health care organizations in the United States. Those health care organizations 
accredited by TJC are held to specific standards to assure quality of care for patients 
(TJC, 2016).  In 2008, because of negative and potentially dangerous bullying behaviors 
in the healthcare system, TJC issued what is known as a sentinel event alert (TJC, 2008).  
In healthcare, a sentinel event is defined as a “patient safety event that reaches a patient 
and results in any of the following: death, permanent harm, or severe temporary harm, 
and/or an intervention required to sustain life” (TJC, 2016).  The 2008 sentinel event alert 
reported that intimidating and disruptive behaviors led to an increase in medical errors 
and adverse outcomes, as quality patient care is dependent on teamwork and 
collaboration (Lyndon et al., 2015).   
The 2008 sentinel event alert required that all accredited facilities implement a 
code of conduct defining acceptable and unacceptable behaviors.  In addition, TJC 
mandated that a process for managing any disruptive and inappropriate behaviors be 
created and enacted by hospital administrators to maintain TJC accreditation (TJC, 2008).  
During an accreditation review, facilities must present evidence that these behavioral 
policies have been developed and implemented.  Despite this mandated process, incivility 
continues to be a problem in health care settings.  Accrediting agencies may follow the 
TJC mandates, however, locating data that demonstrates that mandates have been 
actively or successfully enforced are elusive. 
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The nursing profession has historically been held to high civil and ethical 
standards. As such, the nursing profession has a Code of Ethics for Nurses that governs 
behavior.  The Code of Ethics for Nurses states in Provision 1.5: “the nurse creates an 
ethical environment and culture of civility and kindness, treating colleagues, coworkers, 
employees, students, and others with dignity and respect. . . bullying, harassment, 
intimidation, manipulation, threats, or violence are always morally unacceptable 
behaviors.” (American Nurses Association, 2015, p. 20).  Contrary to the nursing code of 
ethics, uncivil behaviors are found to be commonly perpetrated by nurses, nursing 
students, and nursing faculty and can occur on multiple levels (Clark, Olender, Cardoni, 
& Kenski, 2011).   
Incivility that stems from a person of authority toward one with less power (from 
the top down) is hierarchical in nature (Croft & Cash, 2012).   Faculty incivility may be, 
but is not limited to: displaying arrogance, threats of a failing grade, verbal abuse, and/or 
targeting specific students as part of a “weeding out” process (Clark & Springer, 2007; 
Del Prato, 2013).  Incivility can also occur inversely (from the bottom up) in a 
hierarchical structure. Talking during class, inappropriate emails, and harassing 
comments made by students toward faculty are examples of student incivility directed 
toward those in positions of power (Connelly, 2009).  Lateral or horizontal incivility 
occurs between those with equal status or power, such as student-to-student or nurse-to-
nurse (Croft & Cash, 2012).   
Nurses, nursing students, and nursing faculty work in high stress environments 
which are thought to increase the probability of incivility (Clark, 2008).  The daily lived 
experiences of clinical nurses’ emotional situations combined with fatigue, pressure to 
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increase productivity, and fear of potential litigation can increase the likelihood of 
experiencing and perpetrating intimidating behaviors (Clark, 2008).  Similarly, nursing 
students and faculty report high stress levels due to demanding workloads, role stress, 
and exposure to incivility, which increases the likelihood of participating in this negative 
behavior (Clark, 2008).   
Nursing education is complex and goes beyond traditional lectures that take place 
in the classroom on college campuses.  Nursing students are also educated in laboratories 
on campus, and hone foundational nursing skills in clinical settings with patients, 
alongside clinical staff, in off-campus sites.  Therefore, nursing students are exposed to a 
variety of environments with various faculty and health care personnel, creating the 
potential for exposure to multidirectional incivility.  Incivility and bullying behaviors 
experienced by students, nurses, nursing faculty, and other health care practitioners, has 
been shown to greatly interfere with the learning process (Bjorklund & Rehling, 2010; 
Knepp, 2012; Miller, Katt, Brown, & Sivo, 2014). 
Connelly (2009) discussed the possibility that incivility may be due to a lack of 
awareness of what constitutes civil behavior in the college environment.  With the intent 
of deterring unacceptable behavior, colleges and universities have developed explicit 
codes of conduct.  These codes of conduct detail behavioral expectations and 
repercussions that may occur for violating the code (Saganish & Holter, 2013; Williams 
& Lauerer, 2013).  Discussing expected professional behaviors in classroom orientation, 
developing honor codes, and collaborating with students has been suggested as methods 
to teach acceptable communication and behavior to students (Ward & Yates, 2014).  
Orientation programs and courses in professionalism have also been suggested for 
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students and faculty as a vehicle to promote a culture of civility in nursing education 
(Connelly, 2009).  The resources and time available to faculty, as well as support from 
the university community, may impact the implementation and effectiveness of such 
programs (Connelly, 2009).  
This study compared the perception of the level of incivility between a cohort of 
students at the beginning of nursing studies, and another cohort at the end of their nursing 
studies to identify differences. The frequency and perceived severity of various uncivil 
acts, and the direction; hierarchical (between those with unequal power) or lateral 
(between those of equal power), and location in which these acts occur, according to 
second semester and final semester nursing students’ educational level, were queried and 
compared.  This study differs from others identified in the research by also providing a 
comparison of the uncivil acts perpetrated by students at two specific time intervals in the 
nursing education experience, specifically at the beginning and end of their nursing 
education.    
Problem Statement 
The problem of incivility has been a growing concern in the field of nursing and 
nursing education for decades. A survey conducted in 2001 on the topic of incivility in 
nursing education programs indicated that over 24% of nursing faculty who participated 
in the study had been physically assaulted by a student, and 42.8% had experienced 
verbal abuse by students (Lashley & de Menese, 2001).  One nursing faculty member 
recounts an experience involving a student throwing a chair at her after she told the 
student he had completed a nursing skill unsuccessfully and would need to repeat that 
skill on another day (Lashley & de Menese, 2001).   
 6 
A devastating point was reached in 2002, when three nursing faculty members 
were fatally shot by a nursing student who later claimed to have been treated unfairly 
during nursing training.  Broder (2002) wrote about the incident in a New York Times 
article and refers to a conversation with one of the victim’s husband. The husband stated 
that he and his wife had discussed the shooter prior to the incident. His wife described 
this student as “hostile and disruptive.”  A fellow nursing student stated “he (the shooter) 
was an obnoxious jerk,” and “was belligerent, angry, and rude.  He would tell the 
teachers off if he didn't get the grade he wanted. He would blow up and call them (the 
faculty) names in class'' (Broder, 2002, para 16).  
Prior to committing this heinous crime, which ended with the perpetrator 
committing suicide, the shooter wrote a 22-page manifesto in which he openly discussed 
his dissatisfaction and frustrations with the nursing faculty, citing specific egregious 
incidents and referred to the planned shooting as “a settling of accounts.” (Tobin, 2002, 
para.1).  In this letter, the former nursing student stated that “the faculty did not 
appreciate him, partially because he was an assertive male.”  Further, the former nursing 
student complained that when approached by faculty with four unsigned letters from 
hospital staff and patients regarding his behavior, he was dismissed before he could 
defend himself and was given a failing grade (Tobin, 2002). 
Although this example is an extreme form of incivility in nursing education, and 
awareness of uncivil behaviors has increased, the problem of incivility in nursing persists 
(Clark & Springer, 2007; Robertson, 2012).  Jones, Echevarria, Sun, and Ryan (2016) 
conducted a literature review addressing incivility in nursing and nursing education.  This 
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review revealed that bullying in nursing is of such magnitude that 80–90% of nurses 
reported having experienced bullying at some point during their career.   
According to Clark et al. (2011) bullying behavior impacts nursing practice by 
increasing stress levels, creating physiological and psychological distress, and serves as 
an influencer of staff turnover.  Moore, Leahy, Sublett, and Lanig (2013) conducted a 
mixed method study exploring how direct-care nurses relate to each other in everyday 
interactions.  Fifty five percent of the participants in this study cited poor coworker 
relationships as a reason they have considered leaving or have left specific nursing units 
in the past.  One participant stated, “I worked on a unit which literally ate their young and 
was very cliquish and took great pride in creating this environment of making others feel 
unwelcome” (Moore et al., 2013, p. 175).  The phrase “eat their young” was used to 
portray the atmosphere in which senior level nurses prey on nursing students or novice 
nurses, whereby creating a survival of the fittest environment.   
Perhaps most impactful, are findings that incivility and bullying in the nursing 
profession can negatively affect patient care (ANA, 2011; Jones et al., 2016).   The 
American Association of Critical Care Nurses (AACN) considers the aggressive behavior 
of healthcare workers to be a potential threat to safe patient care, contributing to delays in 
care, and is often the root cause of adverse events (AACN, 2005).   Incivility in any 
setting can cause a breakdown of communication.  Moreover, in the nursing profession, 
breakdowns in communication are particularly dangerous. Clear, accurate, and consistent 
communication is crucial when relaying care directives and other vital information 
regarding patients among other health care professionals.  Uncivil behaviors can cause 
intimidation, decrease trust among the members of the health care team, and create 
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challenges for interprofessional communication, all of which negatively impact the 
exchange of critical information in a timely manner (TJC, 2008).   
A literature review conducted by Hutchinson and Jackson (2013) reported 
findings from 10 studies that demonstrated forms of nurse-to-nurse hostility and 
aggression in which patient care may have been jeopardized.  These uncivil behaviors 
included withholding patient information with the intention of making work more 
difficult, thereby effectively forcing errors by targeted nurses.  These uncivil actions were 
often directed toward those nurses who were considered “whistleblowers.”  The nurses 
seen as whistleblowers were those who reported and complained to management about 
poor patient care or nursing practices of colleagues.   
Theoretical Rationale 
This study viewed the problem of incivility through the lens of Bandura’s social 
cognitive theory (SCT) with the intent of explaining the introduction to and perpetuation 
of incivility in nursing and nursing education.  Albert Bandura is a Canadian-born, 
United States National Medal of Science Award winning psychologist whose work 
includes the development of the social cognitive theory (Stanford University, 2017).   
Bandura’s social cognitive theory is based on the constructivist theory that 
humans learn to act from what is seen and experienced.  Bandura (1978, p. 23) stated that 
learning involves the “cognitive structures that provide the referential standards against 
which behavior is judged” and that “virtually all learning phenomena resulting from 
direct experience can occur vicariously by observing people’s behavior and its 
consequences for them” (Bandura, 1989, p. 93).  When the social cognitive theory is 
applied to the complex learning environments that include uncivil behaviors exhibited 
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towards nursing students, the perpetuation of these negative behaviors may result along 
the continuum of professional practice.   
Constructivist thought is formed from the idea that there is a direct relationship 
between observable behaviors and resultant actions (Jones et al., 2016).   According to 
Brandon and All (2010), constructivists maintain that humans learn by building upon 
previous knowledge.  There are four basic assumptions that are part of the constructivist 
theory.  The first assumption is that previous knowledge constructs the foundation of 
learning and all new information is interpreted based on prior experiences.  The second 
assumption is that new information that is incongruent with one’s existing mental 
framework must be accommodated by developing higher learning.  New ideas or 
concepts are built, or constructed, based upon current or past knowledge.  Third, 
constructivists consider the ability to predict, manipulate, and build new knowledge as a 
more meaningful type of learning than the memorization of fact.  The final assumption is 
that learning is most meaningful when it is reflected upon and linked to existing 
knowledge (Brandon & All, 2010).   
  The foundation for the social cognitive theory is built from a continuous 
psychological reciprocal interaction taking place between three factors that determine 
human behavior.  These factors are behavioral, cognitive, and environmental, and were 
labeled by Bandura (1977) as the triad of reciprocal determinism (Bandura, 1977) (see 
Figure 1.1).  Bandura advanced the notion that these components guide one’s behavior 
through the act of self regulation (Grusec, 1992).  For instance, upon witnessing a 
behavior, one considers the utility and the benefits of this behavior and weighs the 
benefits of this behavior against one’s own values and beliefs prior to participating in said 
 10 
behavior (Bandura, 1989).  Should the behavior be seen as beneficial, and repeatedly 
occur, this behavior is likely to be considered normal and acceptable behavior. 
Applying Bandura’s social cognitive theory to the behavior of nursing students 
would indicate that if uncivil behaviors are experienced or witnessed by nursing students, 
and interpreted as the social norm for nursing behavior, these behaviors are more likely to 
be adopted by nursing students. The likelihood of repeating said behaviors increases if 
the student views the result of such behavior to be beneficial to the person perpetrating 
said behavior.  Moreover, a desensitization to said behaviors may occur after frequent 
exposure to incivilities and increase the perception that this behavior is acceptable. 
 
 
Fig. 1.1.  Bandura’s Triad of Reciprocal Determinism 
Reprinted from from http://idtoolbox.eseryel.com/social-learning-theory.html 
 
Bandura’s theory may suggest that by experiencing bullying behavior in nursing 
education, perpetrated by faculty, nurses, or other students, may cause students to assume 
this conduct is normative and acceptable professional behavior (Clark et al., 2011; Jones 
et al., 2016; & Seibel, 2014).  Although scholars have intimated nursing education may 
the role in the continuation of incivility in nursing, this study purposively examined the 
role nursing education plays in perpetuating the cycle of incivility through the lens of the 
social cognitive theory.  
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Clark et al. (2011) conducted a study designed to examine the adverse working 
relationship that exists within the clinical arena of nursing education.  Clark et al. (2011, 
p. 325) suggests that “these behaviors are a learned process, transferred through staff 
nurses to new nurses and student nurses via interaction within the hierarchical nature of 
the profession.”  Clark et al. (2011) focused on the incivilities that occur in the clinical 
setting and did not examine the impact experiencing incivilities in nursing education may 
have on students’ behaviors.   
Clark et al. (2011) developed a visual representation of the continuum of incivility 
found in nursing education (see Figure 1.2).  For this study, the term incivility was used 
as an umbrella term covering all types of rude or uncivil behaviors that range from 
microaggressions to physical violence. 
 
                     
                           
 
 
 
  
                        
                     
Figure 1.2.  Continuum of Incivility; Reprinted from Clark et al. (2011). 
 
Seibel (2014) investigated faculty bullying of nursing students and the influencing 
factors.  Utilizing Bandura’s theory, she surmised that negative behaviors may be 
displayed in the classroom as well as the clinical setting because nursing faculty 
experienced the same socialization process as current clinical staff nurses.  Seibel (2014) 
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explored only faculty bullying of students and did not provide any empirical data 
regarding the frequency of incivilities perpetrated by students.   
Statement of Purpose 
The purpose of this quantitative study was to examine the role nursing education 
plays in the perpetuation of incivility in the field of nursing.  Information gleaned from 
this study adds to existing research regarding incivility in nursing by examining 
differences that may exist in the nursing students’ perspective of incivility, relative to the 
amount of time spent in nursing education.  This study differs from previous research by 
identifying and comparing differences in self-reported acts of incivility perpetrated by 
students, categorizing differences in the direction of the uncivil acts (toward student or 
faculty), and recognizing the environment in which uncivil acts occurred.  Additionally, 
the perceived severity and frequency of uncivil acts, as experienced by nursing students 
in their first (reported in second semester) and final semester in one associate’s degree-
granting nursing program were investigated.   
Originally, this study included two sites.  Participants were recruited from those 
nursing students enrolled in their second semester and final semester of nursing education 
from two associate’s degree-granting nursing programs.  The number of eligible 
participants for this study differed by cohort and nursing program.  The first participating 
institution had an expected spring 2018 enrollment of 63 nursing students entering their 
second semester, and approximately 53 students currently registered for the final 
semester.  The spring 2018 nursing program at the second participating institution had an 
expected enrollment of 48 students entering the second semester of the nursing program, 
and 56 nursing students registered for the final semester of the program.  
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This quantitative study used a modified version of an existing survey, specifically 
the Incivility in Nursing Education Survey – Revised (INE-R) survey (see Appendix A).  
Three additional questions were added with the consent of the survey creator (see 
Appendix B).  
Research Questions 
This study addressed the following research questions: 
1. What is the perceived severity, frequency, location (classroom, laboratories, 
clinical setting(s), and sources of incivility identified by nursing students after 
completing the first semester of nursing education?  
2. What is the perceived severity, frequency, location (classroom, laboratories, 
clinical setting(s), and source of incivility identified by nursing students at the 
beginning of the final semester of nursing education?  
3. Do differences exist between the reported severity, frequency, location 
(classroom, laboratories, clinical setting(s), and source of incivility identified 
by nursing students beginning their second semester of nursing education and 
those beginning their final semester of nursing education? 
Potential Significance of the Study 
This study sought to identify and compare the source, location, direction, and 
severity of perpetrated acts of incivility in nursing according to the perception of two 
disparate cohorts of nursing students.  Analyzing the aforementioned data and identifying 
differences that may exist relative to the amount of time spent in nursing education, may 
indicate the role the nursing education process has in perpetuating the cycle of incivility.  
This information can be used to provide direction for nurses, nurse educators, and 
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administrators as a means of breaking the cycle of uncivil and unprofessional behavior in 
the nursing profession.   
Investigating difference in the perception of the severity of uncivil acts according 
to educational level, may also identify any desensitization to incivility that nursing 
students experience because of the nursing education process.  Based on the findings of 
this study, changes may be implemented in areas of professional development, clinical 
placement of students, and the development of safety protocols.  Collaboration with nurse 
managers, nursing administration, nurse educators, and school deans may be indicated as 
a means to rectify the existing uncivil environment. 
Definitions of Terms 
Bullying – “repeated, offensive, abusive, intimidating, or insulting behaviors; abuse of 
power; or unfair sanctions that make recipients feel humiliated, vulnerable, or threatened” 
(Ganz et al., 2015, p. 506). 
Horizontal violence/incivility or lateral violence/incivility – any act of incivility which is 
directed between those with equal status or power, such as student-to-student or nurse-to-
nurse (Croft & Cash, 2012).   
Incivility – any rude, disrespectful, or disruptive behaviors which result in psychological 
or physiological distress for the people involved (Clark, Farnsworh, & Landrum, 2009; 
Tiberius & Finch, 1999)  
Microaggression – a form of incivility defined as “subtle statements and behaviors that 
unconsciously communicate denigrating messages” (Nadal, 2011, p. 470).   
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Sentinel event – a “patient safety event that reaches a patient and results in any of the 
following: death, permanent harm, or severe temporary harm, and an intervention 
required to sustain life” (TJC, 2016).  
Vertical violence – is any act of incivility that is hierarchical in nature and occurs 
between those in different positions of power (Croft & Cash, 2012; Connelly, 2009).   
Chapter Summary  
The intent of this study was to identify the locus of incivility in nursing, the role 
nursing education may play in perpetuating incivility in nursing, and to provide nurse 
educators with a deeper understanding of the pervasiveness of incivility in nursing 
education, both in the clinical and classroom settings.  Further, it begins an investigation 
regarding any impact incivility in nursing education may have on the professional 
development of nursing students and ultimately the outcome for patients.   
Viewing incivility in nursing through the lens of the social cognitive theory (SCT) 
may provide an explanation for its continuation in the nursing profession.  According to 
the SCT, humans learn how to behave by observing the behaviors of others.  When the 
SCT is applied to the profession of nursing, one may surmise that nursing students learn 
to behave and develop professionally by watching the conduct of others in various 
educational environments.  Therefore, faculty and/or nurses who exhibit civil behaviors 
during the professional development of nursing students, may prevent acts of incivility 
from occurring or escalating into dangerous behaviors (Peter, 2011).    
Identifying the locus of incivility within the nursing education environments may 
prompt administrators and educators to help guide the nursing profession towards the 
development of a more civil and safe health care setting.  According to Smith et al. 
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(2016, p. 512), “failure to adequately prepare future nursing professionals to recognize, 
manage, and root out bullying behaviors of other health care workers indirectly 
perpetuates the dysfunctional behavior that threatens the safety of patients and the 
nursing profession itself.”   Acknowledging and addressing the problem of incivility 
while nursing students are in professional formation is a critical, but perhaps not a 
comprehensive solution.  Steps may also need to be taken to ensure civil behaviors occur 
among existing members of the profession to end the cycle of incivility in nursing. 
Chapter 2 provides a review of literature on incivility in nursing and nursing 
education with a focus on the frequency of episodes of incivility in both the clinical and 
classroom settings, possible causes of incivility, and the dangers that result from the 
incivility in that occurs in nursing.  Chapter 3 discusses the research and methodological 
approaches used in this study.  Chapter 4 presents the data collection process and data 
results.  This will be followed by Chapter 5 which includes implications of this study, a 
discussion regarding the limitations of this study, and recommendations for leadership 
and future research. 
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Chapter 2: Review of the Literature 
Introduction and Purpose 
There are many studies demonstrating the existence of classroom and clinical 
incivility, the effect these negative behaviors have on students, and the need to address 
the situation to minimize safety risks for patients and health care professionals.  In the 
hope of gaining a greater understanding of the extent of incivility in nursing and nursing 
education, a systematic review of the literature was conducted using the databases 
Current Nursing and Allied Health Literature (CINAHL) and Education Source.  Using 
the search terms incivility, bullying, lateral violence, nursing, nursing education, and 
safety, this review identified a total of 1,957 studies.  Upon review, studies were 
eliminated according to methodological strengths and weaknesses as well as pertinence to 
this proposed study.  The categories identified for this literature review include the 
prevalence of incivility in nursing clinical and classroom settings, the impact of incivility 
on patient safety and job satisfaction and lastly, the possible causes of this incivility.   
Incivility in the Clinical Setting 
Hunt and Zopito (2012) conducted a mixed method study that demonstrated the 
prevalence of incivility in the clinical setting as cited by nursing faculty.  Thirty-seven 
clinical teachers from an orientation program agreed to participate in this study.  This 
study requested that participants define incivility and civility in nursing practice.  Key 
words such as “kindness and dignity”, “sharing information”, and “calm and safe” were 
used to describe civil behavior.  Words such as “hurtful and disruptive”, “opinion of 
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others not heard”, and “impolite” were used to describe uncivil behavior.  These 
participants were also asked to complete an expanded and revised survey instrument 
called the Perceptions on Incivility Survey (PICS) survey.  The PICS measured the 
frequency of incivility events experienced in their clinical environments per week. This 
survey was designed to describe and assess the experiences the participants had with 
incivility in the clinical environment only. As such, this study did not address incivility 
experienced in the classroom.  Indirect acts of incivility (talking about the target in 
absentia) were reported by 37% of the narratives and direct incivility (talking directly to 
the target) was reported by 27% of the narratives.  Students made the following 
statements to their faculty regarding witnessed incivility; “It made me uneasy…” and,                                                                                         
“…the patient no longer had faith in the new nurse” (Hunt & Zopito, 2012, p. 368).  The 
results of this study demonstrate the prevalence of incivility in the clinical setting and that 
these behaviors may have a negative effect on student learning. 
Anthony and Yastik (2011) conducted a qualitative study designed to explore the 
experiences nursing students had with incivility in the clinical setting.  This study 
consisted of four focus groups, each comprised of 21 pre-licensed nursing students.  Data 
was collected via semi-structured audiotaped focus group interviews asking the following 
question; “When thinking about your personal experiences with being treated in an 
uncivil manner in the clinical setting, what particular experiences come to mind?”  Three 
themes of incivility emerged from this qualitative study: exclusion, hostile or rude 
behaviors, and dismissive behaviors.  The theme of exclusion cited students feeling that 
“We’re always in the way.”  The hostile or rude behavior theme summarized students’ 
feelings in the statement of “We were always in tears.”, and the theme of dismissive 
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behaviors reflected students’ feelings regarding nursing staff in statements such as “They 
just walk away.”   These results provide evidence of the significant effect incivility has 
on student experiences in the clinical settings.   
Clarke et al. (2012) conducted a large quantitative study with 674 nursing 
students at all levels of their baccalaureate nursing education. This study was designed to 
examine bullying in Canadian clinical nursing education.  The participants of this study 
were asked the following question; “What are the types, frequencies and sources of 
bullying behavior experienced by nursing students?”  This study demonstrated that 
88.72% of the participants had experienced at least one act of bullying in the clinical 
education setting.  Of those 88.72% of participants who had experienced at least one act 
of bullying, 45.25% reported being the recipient of degrading or negative remarks and 
being ignored and excluded was cited by 41.25% of the subjects. The perpetrator of these 
incivilities was more often the instructor (30.22%) than the nursing staff (25.49%).    
The findings by Clarke et al. (2012) are similar to the themes identified in the 
qualitative study conducted by Anthony and Yastik (2011) and demonstrate the negative 
experiences nursing students are often subjected to in clinical settings.  However, 
research indicates that incivilities, committed by faculty and students are not limited to 
the clinical setting.  Bullying or uncivil behaviors also occur in the classroom 
environment. 
Incivility in the Classroom 
Marchiondo, Marchiondo, and Lasiter (2010) conducted a study examining the 
effects of faculty incivility on nursing students’ satisfaction with their nursing program.  
One hundred fifty-two nursing students from two Midwestern universities were recruited 
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and all 152 participants completed a cross-sectional survey.  Of the students who 
participated in the study, 88% experienced a minimum of one uncivil incident perpetrated 
by nursing faculty.  Most of these incidents occurred in the classroom (60%) followed by 
clinical settings (50%).  Examples of these experiences cited by students were that faculty 
“criticized or embarrassed you in front of others” and “put you down or was 
condescending to you” (Marchiondo et al., 2010, p. 611).   After multiple regression 
analysis was completed, the 22% variance noted in students reported level of program 
satisfaction may be understood when seen in relation to their experiences with faculty 
incivility (Marchiondo et al., 2010).  
Lasiter, Marchiondo, and Marchiondo (2012) also conducted a study designed to 
further explore faculty incivility experienced by nursing students identified in the 
aforementioned study.  These researchers conducted a content analysis of the text 
narratives provided by 94 of the 152 students who completed the survey.  Four categories 
emerged from the data.  The categories of incivilities that resonated as common were 
those that were said to have occurred “in front of someone” as students’ report 
experiencing incivility witnessed by others.  It was stated by 54.3% of the participants 
that they “felt belittled” due to faculty mimicking, talking down to, or laughing at them.  
An additional category labeled “talked to others about me” was reported by the 
participating students.  This category includes reports of faculty members talking about 
student errors, questions, or physical attributes with other people. One student stated that 
her clinical instructor made fun of the questions the student asked in front of a staff nurse. 
Another student stated her clinical instructor made comments about the student’s weight 
to the other students in the group.   
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The final category that emerged had the common theme of “it made me feel 
stupid.”  Students reported feeling incompetent, incapable, dumb, or stupid because of 
specific actions or statements made by nursing instructors.  A student stated that after a 
discussion in class, the instructor announced to all that “I didn’t know what I was talking 
about, and in her entire career the instructor had never seen or heard of such a thing.” 
(Lasiter et al., 2012).  The findings of this study point to an uncaring environment in 
nursing education and students reported that these uncivil actions had a profound effect 
on them.  In one narrative a student stated; “I can’t go into it anymore. I have tried so 
hard to repress these memories. It has been 2 years almost and I am still trying to get over 
it” (Lasiter et al., 2012, p. 124).  Another student stated that the intimidation caused 
errors in clinical judgments, potentially placing patients in danger.  Lasiter et al. (2012) 
depicted an uncivil environment in nursing education and the negative impact this 
environment has on nursing students.  However, their study did not examine the role 
nursing education has on the perpetuation of incivility in nursing since it did not look 
specifically at students as perpetrators, and it took place in clinical settings.  
Del Prato (2013) reported similar findings in her phenomenological study 
conducted with the goal of acquiring an understanding of nursing students’ experiences in 
associate’s degree nursing education.  In depth interviews were conducted with 13 
nursing students from three associate’s degree programs.  Five of these students also 
participated in second interviews which allowed elaboration in further detail.  Four 
related themes regarding their experiences were cited by the participants.  These themes 
include the faculty being verbally abusive and demeaning, expressing favoritism and 
subjective evaluation, having rigid expectations for perfection and time management, and 
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the students feeling targeted to “weed” them out of the program.  Students describe 
incidents during which faculty used words that were demeaning, expressed favoritism, 
and were verbally abusive toward them.  
Clark (2008) reported three very similar primary themes that emerged from the 
narrated student interviews.  Students were recruited from seven nursing schools in two 
northwestern states.  Seven current and former nursing students from four different 
nursing schools participated.  Three dominant themes emerged regarding student 
perceptions of uncivil faculty behaviors. These themes included faculty behaviors that 
were seen by the student as belittling and demeaning, treating students unfairly, and 
pressuring students to conform (Clark, 2008).  Three additional dominant themes also 
emerged regarding students’ emotional and behavioral responses to the faculty behaviors.  
These themes included feeling traumatized, feeling helpless and powerless, and anger.  
These findings indicate serious consequences in terms of students’ self-efficacy and self-
confidence in response to faculty behaviors (Clark, 2008).  Moving forward in nursing 
practice, self-confidence is a concept necessary for effective clinical performance and 
enables nurses to trust their judgement and make decisions that ensure patient safety 
(Porter, Morphet, Missen, & Raymond, 2013). 
Clark (2015) used the continuum of incivility developed by Clark et al. (2011) as 
an organizing framework to revise the INE survey to create the INE-R survey.  The 
content of the INE survey, which has proven to be a reliable and valid instrument used in 
many studies in the United States and internationally, was reorganized to develop the 
INE-R survey.  The INE and INE-R are the only surveys identified in empirical research 
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that are designed to measure uncivil behaviors from faculty and students as well as the 
perceived severity and frequency of uncivil acts (Clark et al., 2015). 
Patient Safety  
The survey conducted by the American Nurses Association (ANA) in 2011 
identified incivility as a significant patient risk.  This data was collected from a web-
based survey emailed by the ANA to 73,500 registered nurses throughout the United 
States to document nurses’ exposure to workplace hazards. The findings indicated that 
19% of survey responses stated fear of retribution from colleagues as a reason for not 
reporting patient injuries or medication errors.  This study also reported that 52% of the 
4,614 nurses who participated in the survey stated that they had been verbally abused at 
work within the past 12 months.  Any abusive or intimidating behavior can disrupt the 
collaboration, communication, and teamwork required to provide safe patient care (TJC, 
2017).  
A study conducted by Laschinger (2014) reports similar findings.  A descriptive 
survey designed to investigate the impact of bullying and incivility on patient safety was 
distributed to a random sample of 641 nurses from an email list obtained from the 
College of Nursing registry in Canada.  There were 336 nurses who participated in the 
study.  Bullying and incivility in the nursing profession correlated in this study with the 
occurrence of adverse events and perceptions of patient safety risk.   Regression analysis 
showed a positive correlation between bullying and adverse events (Beta = 0.241) and 
patient safety risk (0.148).  A positive correlation was also noted between coworker 
incivility and adverse events (Beta = 0.148) and patient safety risk (B=0.211).  Physician 
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incivility however demonstrated a stronger negative correlation with the quality of patient 
care (B=0.234) than incivility from colleagues.   
Kerber, Woith, Jenkins, and Astroth (2015) distributed a three-item open-ended 
online qualitative questionnaire to 79 new nurses of which 17 were completed and 
returned.  The goal of the study was to describe new nurses’ perception of and 
experiences with incivility in the workplace. Additionally, this study sought to better 
understand the corresponding impact incivility has on these new nurse participants and 
their patients.  Participants were asked to describe incidents of incivility and discuss the 
impact of those experiences on patient outcomes.  Twelve percent of the participants 
indicated that they had left a job because of incivility.  All respondents stated witnessing 
incivility in the workplace.  The participants’ descriptions of these incidents were 
categorized into two themes which included the impact on new nurses and the impact on 
patients.  Descriptions of incidents depicting the new nurses’ experiences with lack of 
respect from physicians, nurse leaders, and colleagues with the corresponding effect on 
the new nurse were cited. Nine respondents felt that incivility impeded their ability to 
care for their patients.   
Respondents provided examples of these nurses not giving thorough reports to 
disliked nurses which in turn led to delays in laboratory testing and medication 
administration.  Thirteen responded that incivility contributed to patient needs being 
unmet.  One example of patient unmet needs was cited as patients who were “constantly 
on the call light, or if the patient is mean/not polite, the staff “will not tend to their needs 
as fast as they should.” (Kerber et al., 2015, p. 525).  Four respondents felt that the 
patients’ faith in healthcare was undermined due to incivility.  One participant recounted 
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an incident when a nurse told a patient that because the nurse felt unvalued at work, time-
sensitive, crucial information was not relayed appropriately (Kerber et al., 2015).  
Another participant stated witnessing nurses expressing disagreement and frustration with 
physician decisions in front of patients.  These study participants surmised that these 
negative interactions were disturbing to patients because of patients’ reliance on nurses 
for essential health care (Kerber et al., 2015).   Nurses and their decisions regarding 
employment are also influenced by these same negative interactions. 
Impact on Employee Satisfaction   
As the United States is facing a shortage of nursing faculty, educational 
administration needs to be aware of the impact student and faculty incivility has on job 
satisfaction and job retention. Exploring the link between nursing education and nursing 
practice in regard to incivility may identify areas that need to be addressed to help change 
the culture of incivility that exists in nursing and decrease turnover in the clinical and 
educational setting. The Kerber et al. (2015) study also found that 12% of the new nurse 
participants had previously vacated a job because of incivility. 
D’ambra and Andrews (2014) also conducted a study which focused on the 
influence that incivility has on new graduate nurses.   This study was conducted as an 
integrated literature review through a broad search of the databases MEDLINE-
EBSCOhost, PsycInfo, and CINAHL using the keywords empowerment, incivility, new 
graduate nurse, programs, transition, and work environment.  Sixteen studies contributed 
to the final analysis after inclusion and exclusion criteria were reviewed.  This review 
synthesized a total of 13,577 new graduate nurses’ experiences transitioning to the 
profession. Supervisor incivility was reported by 67.5% of the participants and coworker 
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incivility was reported by 77.6% of participants.  The high level of incivility was reported 
as being a contributing factor to a new nurse’s level of commitment to that organization 
(D’ambra & Andrews, 2014). 
In addition, Ekici and Beder (2014) conducted a cross-sectional descriptive study 
in a 722-bed hospital in Turkey.  The purpose of this study was to examine workplace 
bullying experienced by nurses and the impact it has on their work performance and 
depression status.  Of the 590 nurses employed, 472 nurses agreed to participate in the 
study and were given a five-part survey.  Three hundred and nine nurses responded to the 
questionnaires. As reported, psychological violence was experienced by 82% of nurses 
noting a negative impact that bullying had on the collaboration process with colleagues.  
Twelve percent of the responding nurses had experienced deliberate bullying at their 
workplaces during the last 12 months, 56% of respondents stated humiliation and 
degradation had been experienced, and 40% of the nurses reported mild or severe 
depression symptoms.  Regression analyses revealed that the depression symptoms of the 
nurses positively correlated with psychological violence at work.  Psychological violence 
also contributed to decreased commitment to the organization where these respondents 
were currently employed (Ekici & Beder, 2014).   The researchers acknowledged that 
their study was conducted within a culture that considered it “taboo” to talk about 
bullying and its psychological effects (Ekeci & Beder, 2014).  As a result, incidents may 
have been unreported as victims were less likely to seek help.  Therefore, the actual 
incidents, and consequences of incivility may have been greater than the data indicated.  
Bittner and O’Connor (2012) conducted a descriptive study designed to identify 
barriers to job satisfaction for nurse faculty.  This study was part of the strategic plan for 
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the Massachusetts/Rhode Island League for Nursing intending to explore the many issues 
affecting nurse educators.  A 32-item instrument measuring job satisfaction by using a 
five-point Likert scale with scores ranging from very satisfied to very dissatisfied was 
distributed to nursing faculty.  Two hundred twenty-six full-time nurse faculty members 
participated in this study.  The data provided revealed that 81% of the participating 
faculty members felt that “interactions with students in the classroom” and “feeling safe 
at work” had a significant impact on their stated level of job satisfaction.  In addition, 
relationships with colleagues was also cited by 49% of respondents as significantly 
impacting their level of job satisfaction (Bittner & O’Connor, 2012).   
Lasala, Wilson, and Sprunk (2016) sought to understand the lived experiences of 
nurses and the consequences of faculty incivility as experienced by academic 
administrators.  Their phenomenological study design involved the completion of one 
hour-long audiotaped interviews with 14 nurse administrators from nationally accredited 
nursing programs.  Participants were recruited via an emailed letter with snowball 
sampling.  These nurses identified three themes as consequences of faculty incivility.  
These included psychological consequences (mild stress to severe depression), physical 
consequences (chest pain and cardiac issues), and professional consequences (question 
professional choice and increased turnover rate) as resulting from faculty incivility in the 
workplace.  Reports included incidents such as faculty threatening and intimidating 
behaviors, written threats, stalking, and sabotage (Lasala et al., 2016).  According to 
Lasala et al. (2016), these uncivil behaviors impacted the academic administrators’ health 
and institutional effectiveness and longevity.   Whereas many negative behaviors have 
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been identified through several studies, the potential causes of incivility have also been a 
topic of interest. 
Causes of Incivility 
 No one causal factor for the level of incivility in nursing has been isolated.  
Rather, there are many contributing factors in the nursing environment that when 
combined result in the often-uncivil atmosphere. Hamblin et al. (2015) sought to identify 
various catalysts of worker-to-worker incivility in health care settings.  This retrospective 
descriptive study consisted of an analysis of the free text portion of Type III (worker-to-
worker) incident reports obtained from seven hospitals in 2011.  Type III incidents are 
those that consist of overt aggressive behavior targeted toward a coworker and per 
hospital policy, must be reported within 72 hours of the incident (Hamblin et al., 2015).   
According to Hamblin et al. (2015), these incidents may include physical assault, verbal 
aggression, harassment, intimidation, threats, and bullying.   
Two themes of contributing factors were uncovered through the analysis of the 
final 135 reports.  These themes were categorized as work behavior (92 incidents) and 
work organization (42 incidents).  The work behavior theme included incidents that 
occurred due to the unprofessionalism of workers, disagreement of duties/responsibilities, 
and methods of patient care, and poor work performance.  The subthemes of work 
organization included difficult patient assignments, high workloads, and limited 
resources as causal factors of worker to worker violence.  
 Clark and Springer (2007) examined the causes of incivility in nursing education 
through a survey consisting of four open-ended questions sent to 36 nurse faculty and 467 
nurse students.  The total respondents included 15 nurse faculty and 168 nursing students.   
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The first question addressed behaviors considered to be uncivil.  Faculty identified 
challenging professors regarding test scores in class, carrying on side conversations, 
publicly bad-mouthing professors, and inappropriate emails as examples of student 
incivility.  Students identified belittling comments, making rude remarks, treating 
students like they are stupid, and professor incompetence as examples of faculty 
incivility.  Identified potential causes of incivility from both faculty and students included 
a lack of professionalism, faculty arrogance, sense of entitlement among students, unclear 
expectations, and a lack of immediacy to address incivility (Clark & Springer, 2007).  
Clark and Spring (2007) differed from this study as it did not investigate any differences 
in the perception of or perpetration of incivilities according to time in a nursing education 
program. 
 A study conducted by Clark, Nguyen, and Barbosa-Leiker (2014) utilized a 3-year 
longitudinal mixed method approach to examine stressors and measure the student 
perceptions of academic incivility over time.  A descriptive, repeated-measures survey 
design was administered in 2010, 2011, and 2012 during the sixth week of the cohort of 
nursing students’ educational year.  Responses were collected from a cohort of 68 
students upon entry into the program, 12 months into the program, and at the end of the 
program.  The response rate for the final survey was decreased to 66 respondents.  A 1-
way between-groups analysis of variance (ANOVA) was used to explore any change over 
time in the survey items.  This analysis demonstrated a decrease in overall civility and 
faculty toward student civility from the sophomore to the senior year (F Statistic of 6.27 
and 19.22 respectively).  Themes were also derived from student narratives denoting 
excessive workload, financial concerns, and grade competition were listed as the three 
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top stressors for students.  This study differs from Clarke et al. (2012), as it further 
examines differences that may exist regarding the frequency of incivilities perpetrated by 
students, according to cohort level, and the location in which incivilities occurred.  
 A study conducted by Ibrahim and Qalawa (2016) investigated factors that impact 
nursing student incivility from the perspective of students and faculty. This study 
employed a descriptive comparative research design which consisted of 186 students and 
66 faculty members in Port Said University.  Data was collected using a structured 
questionnaire which was coded, entered, and analyzed.  Descriptive and inferential 
analysis was conducted.  Eleven faculty members and 175 students cited that the lack of 
policy implementation by faculty added to the level of student incivility.  In addition, 24 
faculty members and 162 students cited faculty members’ actions affected the level of 
student incivility.  Significant correlation was identified between the factors related to 
inactivated faculty members’ policies and irresponsible students, aggressive student 
behaviors, and total incivility (r = 0.293, 0.246, and 0.277 respectively).  This study 
differs from that of Ibrahim and Oalawa (2016) as it attempts to identify any change in 
the frequency of student perpetrated incivilities as well as identifies the location and 
direction of incivilities. 
Purpora, Blegen, and Stotts (2012) sought to examine incivility in relation to 
oppressive behaviors.  A sense of oppression occurs when one group has more prestige, 
power, and status, than another group (Roberts, 1983).  Purpora et al. (2012) aimed to 
identify and describe the relationship between the oppression of nurses and the horizontal 
violence (incivility between those of equal power) that exists within the nursing 
profession.  A random sample of 175 nurses was drawn from the California Board of 
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Registered Nurses’ mailing list and respondents were asked to complete the 12-item 
Nurses Workplace Scale (NWS) instrument (Pupora et al., 2012). The NWS measures 
attitudes of those belonging to an oppressed group.  Respondents were also asked to 
complete the Negative Acts Questionnaire-Revised (NAQ-R).  This tool consists of 22 
negative behaviors designed to measure bullying and the frequency of its occurrence.  
Pearson’s correlation coefficients and hierarchical regressions were analyzed to measure 
the relationships among variables.  A statistically positive correlation was found to exist 
between the nurses’ sense of oppression (minimization of self and internalized sexism) 
with horizontal violence (r = 0.434 and 0.453 respectively).  These results indicated that 
an increased sense of oppression correlates with increased incidents of incivility and may 
be contribute to the incivility in nursing (Purpora et al., 2012).   
Chapter Summary 
Research is abundant regarding incivility in nursing practice and nursing 
education.  Incivility in nursing education exists in the classroom, laboratory, and clinical 
settings.  Research supports the concept that incivility negatively impacts nurses, patients, 
and the profession.  Additionally, many studies have been conducted regarding the 
prevalence of classroom and clinical incivility, the impact these behaviors have on 
nursing education, patient safety, as well as the nursing profession. The causes of 
incivility have also been evaluated.   
Although previous studies have intimated that nursing students are learning to 
behave by watching the behavior of faculty and nurses, as Bandura’s social cognitive 
theory implies, no research to date has been found that explores how nursing students’ 
perception of and experiences as the victim, and perpetrator, of incivility at various points 
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in the nursing educational process may influence the propensity of incivility across the 
professional continuum as registered professional nurses.  Chapter 3 presents the 
methodology used to examine this specific phenomenon.   
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Chapter 3: Research Design Methodology 
Introduction 
The impact incivility has on the nursing profession in both the classroom and 
clinical setting is significant. Incivility has been shown to affect nurses physically, 
emotionally, and professionally (Kerber et al., 2015).  Perhaps more importantly, the 
American Association of Critical Care Nurses (AACN) considers the aggressive behavior 
of healthcare workers to be a potential threat to safe patient care.  Aggressive behaviors 
in the nursing environment contribute to delays in delivery of care and are often the root 
causes of many adverse events that occur with patients in the clinical setting (AACN, 
2005).   
According to Bandura’s social cognitive theory, people learn to behave by 
watching the behaviors, and corresponding consequences, of others (Bandura, 1989).  A 
literature review by Seibel (2014) examined faculty bullying of nursing students in the 
clinical setting and suggested that the nursing education process may perpetuate the 
uncivil culture in nursing by exposing nursing students to such behavior as learners.  
Seibel’s literature review of 31 research studies regarding bullying in undergraduate 
nursing education, exclusively addressed faculty bullying of students in the clinical 
setting.  Seibel (2014) did not examine incivilities experienced in the classroom, 
incivilities perpetrated by students, or the perceived severity of incivilities. 
Seibel surmised that negative socialization experiences that occur in the clinical 
settings of undergraduate nursing programs may perpetuate the cycle of incivility in 
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nursing as these behaviors are learned behaviors that are carried into the profession upon 
graduation.  Seibel also suggested that exposure to and tolerance of incivility may cause 
desensitization to occur amongst students and promote the perception that incivility is the 
norm for professional behavior (Seibel, 2014).    
To evaluate the role nursing education plays in perpetuating incivility in nursing, 
the survey questions used in this study have been aligned with the following research 
questions (Appendix C):  
1. What is the perceived severity, frequency, location (classroom, laboratories, 
clinical setting(s), and sources of incivility identified by nursing students after 
completing the first semester of nursing education?  
2. What is the perceived severity, frequency, location (classroom, laboratories, 
clinical setting(s), and source of incivility identified by nursing students at the 
beginning of the final semester of nursing education?  
3. Do differences exist between the reported severity, frequency, location 
(classroom, laboratories, clinical setting(s), and source of incivility identified 
by nursing students beginning their second semester of nursing education and 
those beginning their final semester of nursing education? 
Research Context 
Quantitative research has been shown to be an appropriate approach to use when 
attempting to explain and describe certain behaviors found in groups of individuals 
(O’Dwyer & Bernauer, 2014).  Distributing a survey to nursing students at the beginning 
of their second semester of nursing education allowed for the collection of data 
representing the perception of incivility from the viewpoint of students who have 
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completed their first semester of nursing education. The same survey was distributed 
simultaneously to a disparate group of students enrolled in their final semester of nursing 
education. The query of final semester nursing students allowed for the data to be 
reflective, and representative of the experience of incivility from the viewpoint of those 
nursing students who are completing their nursing education.  
Studying two disparate nursing student cohorts allowed for a comparison of the 
frequency and perceived severity of various uncivil acts, as well as the number of uncivil 
acts perpetrated by students and faculty, and the location (classroom or clinical setting) 
and direction (hierarchical or lateral) in which these acts occurred.  This comparison 
demonstrates differences that exist based on the amount of time students have been 
involved in the nursing education process.  Additionally, differences in nursing students’ 
self-reported rate of occurrences as perpetrators of these acts, were analyzed. 
Nursing education takes place in various locations and environments.  Students 
participate in lecture and laboratory settings on campus as well as in multiple clinical 
settings throughout their educational process.  The exposure student nurses have to a 
variety of faculty members and medical professionals decreases the likelihood that 
experiences with incivility were based solely on one encounter with a single student or 
faculty member.  Identifying the location where the incivilities occur (clinical or 
classroom) and who perpetrated them (faculty or students) was intended to enable 
leadership to direct potential interventions accordingly. 
Both nursing programs in the study were located in Central New York and are 
Associate of Applied Science (AAS) nursing programs belonging to the State University 
of New York (SUNY) system.  The nursing program at the first college had 63 nursing 
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students in their second semester, and 55 students in their final semester who were 
eligible to participate in the survey.  The second college had 48 second semester students 
and 56 nursing final semester students eligible to participate in the study.  
To address the first two research questions, descriptive analysis, which involves 
the identification and quantification of data, was applied separately to the data collected 
from the second semester cohort and the data collected from the final semester cohort.  
This process was used to describe the participants’ experiences as both victims and 
perpetrators of incivility during their first semester (which is captured at the beginning of 
their second semester) and final semester of nursing education.  This was followed by the 
application of independent t-tests to compare the disparate cohorts and answer the third 
research question.  Independent sample t-tests are often used by researchers to test the 
significance of difference between two groups that are independent of each other 
(O’Dwyer & Bernauer, 2014).   Using a statistical significance level of 0.05 with this 
analysis allowed the acceptance or rejection of the null hypothesis that these grouped 
means from the two disparate cohorts are equal.  
Research Participants 
Nursing education commonly occurs in the classroom and in clinical settings, 
which often are sites external to the college campus.  This study collected data in each of 
these academic settings by disseminating a survey with two disparate cohorts of nursing 
students.  Prior to identifying participants and collecting data, the researcher obtained 
letters of support from both program administrators to conduct the study.  Additionally, 
the researcher completed a certification from the Collaborative Institutional Training 
Initiative (CITI) to conduct social and behavioral research.  After obtaining institutional 
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review board (IRB) approval through St. John Fisher College (SJFC) (Appendix D), IRB 
permissions from the participating institutions were solicited and obtained.   
Minimum sample sizes were calculated using an online sample size calculator 
provided by the online survey tool SurveyMonkey Inc. (www.surveymonkey.com).  The 
class size for the second semester cohort in the first participating institution was 63 
students.  Using a 95% confidence level and a 5% margin of error, the minimum sample 
size for this class was 55 students.  Using the same calculations for the final semester 
class of 55 students in the first participating institution, the minimum sample for this 
class was determined to be 49 students. The sample sizes for the second participating 
institution were calculated using the same process as above.  The minimum sample size 
for the second semester cohort of 48 students and final semester cohort of 56 students 
were calculated to be 43 and 49 respectively.   
Using a purposive sampling method to seek participants from a population of 
nursing students enrolled in their second and final semester of nursing education, 
participants for this study were recruited via email from a list provided to the researcher 
by the director of each participating nursing program.  This list included only email 
addresses of those that met the following criteria: (a) participants must not have repeated 
any required nursing courses during their tenure at the respective institution of 
enrollment, (b) each nursing student must have been enrolled at the time of the study in 
either their second or final semester of nursing education, and (c) each potential 
participant must have been age 18 or older.  All nursing students who met these 
qualifications were invited to participate in the study via an email.   
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The email addresses of those invited to participate were uploaded into a password 
secured online survey tool known as Qualtrics (http://www.qualtrics.com), using an 
Excel file.  Directions for completing the survey, statement of confidentiality, potential 
risks and benefits, along with a link to the survey, were embedded in the invitation 
(Appendix E).  If eligible nursing students chose to complete the survey by accessing the 
secure Qualtrics survey site, a consent form was generated (Appendix F).  This consent 
form reiterated the purpose of the study, statement of anonymity, provided survey 
instructions regarding the survey process, and explained the benefits/risks of survey 
participation to the respondent.  
Participants were informed that consent was voluntary and that clicking on the 
“Yes” response implied consent and eligible nursing students were then directed to the 
survey.  Any potential participant who responded “No” to the consent section was 
disqualified from participating by the Qualtrics program and unable to access the survey.  
The Qualtrics site forwarded a statement thanking these nursing students for their time.   
The survey results were password protected and known only to the researcher.  The 
survey results and all identifying data will be kept on a computer hard drive in a locked 
drawer to which only the researcher has access for 3 years, at which time, all data will be 
destroyed in a secure manner.  
Demographics.  For those nursing students who qualified and agreed to 
participate in the study, the survey began with a statement thanking the respondent for 
their participation. A statement followed that explained how the demographic data 
requested in this study may contribute to the data analysis.  In the INE-R survey Clark et 
al. (2015) included the following statement, intended for researchers, “…can create 
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demographic items to “fit” each specific institution and study parameters.”  The 
demographic data collected in this survey included gender, age, race, and ethnicity.  For 
this study, population samples were analyzed to identify any demographic differences 
that may have existed according to experiences with incivility.   
Bias.  The researcher’s identity and contact information were provided to all 
participants.  The researcher is a faculty member in the nursing program at one of the 
participating institutions.  To control for bias, all participating students were identified by 
email address only and confidentiality was assured.  Anonymity was also assured by 
explaining that accessing the survey through the Qualtrics link provided in the email 
invitation prohibited tying the respondent’s email address to any survey or response.  
Respondents were encouraged to contact the researcher to address any questions related 
to the survey process. 
Incentivization.  To encourage study participation, students who completed the 
survey could elect to be entered into a drawing to win a $50 gift card.  Upon completion 
of the survey, participants were automatically led to a separate Qualtrics site.  In the 
secondary site, participants were thanked for participating in the study and given an 
option to enter the random drawing for a $50 gift card.  Respondents wishing to 
participate in the random drawing were invited to submit their email address.  
Participants were informed that by providing their email address through the password 
connected Qualtrics site, anonymity was assured, as the data collected in the survey could 
not be connected to the email address provided.  The resulting list of email addresses was 
transferred to an Excel file.  To ensure confidentiality, this file was saved on a hard drive 
kept in a locked desk drawer to which only the researcher had the key.   
 40 
The gift card recipient was randomly chosen using Excel.  The selected recipient 
was notified via email 2 weeks after the study closed.  The gift card was delivered to the 
recipient in the researcher’s office, per the recipient’s request.  All those who participated 
in the drawing received an email informing them that a randomly selected student had 
been awarded the gift card.  The gift card recipient was not announced by the researcher 
to other participants.  The researcher however, was unable to prevent the recipient from 
sharing this information with other study participants.  
Instruments Used in Data Collection 
The INE-R survey (Appendix A) is a revised version of the Incivility in Nursing 
Education (INE) survey, developed by Clark in 2009.  This survey has proven to be a 
reliable and valid instrument used in many studies in the United States as well as 
internationally.  The INE-R used the continuum of incivility developed by Clark et al. 
(2015) as an organizing framework to modify the INE survey.  In the INE-R survey, the 
content of the INE survey was reorganized for clarity.  Items were clustered based on the 
results of several empirical studies and the development of the continuum of uncivil 
behaviors (Clark et al., 2015).  The original INE survey separated uncivil and threatening 
behaviors.  In the revised version (INE-R), the original list of 62 uncivil behaviors was 
condensed into 24 faculty behaviors and 24 student behaviors for a total of 48 uncivil 
behaviors (Clark et al., 2015). 
The INE-R survey was developed as a tool to describe the perception of incivility 
in nursing education from either the students’ or faculty’s viewpoints (Clark et al., 2015).  
The INE-R survey instrument consists of 24 student behaviors and 24 similar faculty 
behaviors that are measured using a Likert scale.  A Likert scale is an ordinal means of 
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measurement that requires study participants select a numerical value, from a 
symmetrically balanced bipolar scale, assigned to a subjective or objective response 
(Lavrakas, 2008).  In the INE-R survey, participants were asked to rate the level of 
incivility of each behavior listed using the following Likert scale: 1= not uncivil, 2= 
somewhat uncivil, 3= moderately uncivil, and 4 = highly uncivil.  Participants were also 
asked how often they have experienced these acts in the past 12 months using the 
following Likert scale: 1= never, 2= rarely, 3= sometimes, and 4= often.  The 24 
matching/corresponding survey items participants were asked to rate identify similar 
nursing student and faculty behaviors.  For example, if the identified student behavior is 
“demanding make-up exams, extensions, or other special favors” the matched faculty 
behavior is “refusing to discuss make-up exams, extensions, or grade changes.”    
The INE and INE-R are the only surveys identified in empirical research that are 
designed to measure uncivil behaviors from faculty and students as well as the perceived 
severity and frequency of specific uncivil acts (Clark et al., 2015).  Each of the 24 items 
in the INE-R survey can be calculated individually or scored as categories to allow for 
categorical analysis and comparison making this an appropriate tool to use when 
measuring student perceptions of incivility and to examine any differences that may exist 
in relation to the students’ level of nursing education (Clark et al., 2015).   Using the 
continuum of incivility (Figure 1.2) as a guide to represent the varying degrees of 
incivilities; one may be benign, while others may rise to the level of illegality, the two 
categories identified by Clark et al. (2015), consisted of 15 behaviors categorized as 
lower level incivilities (less severe) and nine behaviors categorized as higher level (more 
severe) incivilities.  Psychometric testing of the INE-R survey resulted in Cronbach’s 
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alphas of > 94% for both the higher (more severe) and lower (less severe) level uncivil 
acts indicating that the INE-R survey is a reliable and consistent tool to use (Clark et al., 
2015).  However, the INE-R items are self-reported survey items and therefore carry the 
risk of respondent bias.   
Modifications.  The modified survey for this study is referred to as the INE-R+ 
(see Appendix G).  The INE-R survey was modified to create the INE-R+ by adding three 
columns to address areas critical to answering the research questions posed in this study.  
The modification of the original survey was necessary to assess the direction of incivility 
(from student-to-faculty, faculty-to-student, or student-to-student), how often the student 
was the perpetrator, and the location in which the incivility occurred.  In the INE-R 
survey, the 15 behaviors considered to be less severe were grouped together and 
categorized as lower level behaviors, and the nine behaviors considered to be more severe 
were grouped together and categorized as higher-level behaviors.  These two categories 
of behaviors were not modified in the INE-R+ survey.   
Incivility can occur from the top down; meaning it originates from a person in a 
position of power and is directed towards one with less power, such as faculty-to-student; 
or it can be from the bottom up, meaning it originates from those with less power 
(student) toward those with more institutional power (faculty).  Incivility can also be 
lateral or horizontal which means it occurs between those of equal power (student-to-
student).  For this to be assessed, the first column added to the survey asked students to 
identify the direction of the itemized uncivil act.  Identifying who is committing uncivil 
acts may guide nursing faculty and administrators toward a more thorough understanding 
regarding who is committing the incivilities that students witness and/or experience. 
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The second addition (column) makes inquiry into the number of times the study 
participant was the perpetrator of the identified incivility, for the purpose of comparing 
the number of perpetrated acts committed by each group.  Identifying differences 
between the groups can indicate any impact the length of time in nursing education has 
on the behavior of nursing students.  Bandura’s social cognitive theory indicates that 
behavior is learned from observing the behavior of others.  Applying this theory to 
incivility in nursing education would point to an expectation that students experiencing 
incivilities during their education would perpetrate more incivilities.  
The third addition (column) asked participants where (classroom, laboratory, or 
clinical setting) uncivil acts occurred.  Identifying the location where incivility is 
experienced by students, is intended to provide a more comprehensive view of this 
phenomenon and provide direction for nurse educators and administrators to areas in 
need of intervention.  The survey was also modified by changing “how often has each 
behavior occurred over the past 12 months” to “how often has each behavior occurred 
since your time in the program?”   
These modifications resulted in a five-column survey addressing student 
behaviors as follows.   
1. Where did each behavior occur?  
2. In which direction has each behavior occurred? 
3. How often has each behavior occurred while in nursing education?  
4. How do you rate the level of incivility for each behavior below?  
5. How often have you been the perpetrator of each behavior below while 
participating in nursing education?   
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As the fifth column required participants to report the frequency with which they 
have perpetrated each behavior, this question was not asked of student participants to 
answer while addressing faculty behaviors. 
This modified survey was used to describe, analyze, and compare the frequency 
and perceived severity of uncivil acts experienced and perpetrated by members of these 
two disparate cohorts by using descriptive analysis and independent sample t-tests.  This 
analysis aided in a comparison of the perceived level of, and experiences with, incivility 
according to second semester students reflecting on their first semester, and final 
semester nursing students reflecting on their previous three semesters.  
Pilot.  Because various modifications to the original survey were made and 
adapted for email distribution, the researcher conducted a pilot study with permission 
from the creator of the original study (Appendix B).  Five senior nursing students 
recruited by faculty members uninvolved in the study completed the INE-R+ survey.  The 
researcher explained to the participants that completing the INE-R+ pilot survey would 
exclude them from participating in the research, but feedback was necessary to evaluate 
the modified tool (INE-R+).  These nursing students’ email addresses were loaded into 
the survey distribution tool Qualtrics by the researcher.  The same email to be provided to 
the study participants, with the embedded explanation, consent, and survey link was 
emailed to the pilot participants.  Although the researcher was present and available to 
answer any questions regarding the survey tool while the students completed the survey, 
there were no questions asked during that time.   
After completing the survey, participants in the pilot were asked to provide 
feedback regarding flow of the tool, and to recommend changes that might make the 
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survey more user friendly.  All participants stated that the survey questions were 
presented in a logical manner and flowed smoothly from one statement/question to the 
next.   
One student stated difficulty choosing either “clinical setting” or “classroom 
setting” as the location the incivility occurred.  This respondent requested an option to 
choose “both” or “neither” under column one which asks, “Where did each behavior 
occur?”  As it was the researcher’s intent to pinpoint the location where more incidents of 
incivility occur, to direct nurse faculty and nursing administration to appropriate areas in 
need of intervention, this modification did not occur.  Four of the five respondents 
requested an opportunity to describe or explain their responses in more detail.  As the 
researcher was a member of the nursing faculty at the participating institution, to ensure 
the integrity of the study, it was decided that limiting the responses to numerical data 
would eliminate any possible subjective interpretation of written responses.  Continuing 
the research with the unaltered survey potentially impacted the results of the study, as 
several items addressing the location and direction of uncivil behaviors were left 
unanswered by all participants, resulting in unreliable data. 
Validity.  The INE survey has been used to research incivility in nursing and 
nursing education in multiple studies in the United States and internationally (Clark, 
2015).  Utilizing the continuum of incivility developed by Cynthia Clark in 2011, which 
was constructed from data resulting from numerous empirical studies and is considered to 
be a reliable representation of the range of uncivil behaviors, the INE survey was 
reorganized to create the INE-R survey (Clark, 2015).  Psychometric testing of the 
behaviors categorically grouped together (15 less severe and nine more severe) in the 
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INE-R survey resulted in Cronbach’s alphas of > 94% for both categories of uncivil acts 
indicating that the INE-R survey is a reliable and consistent tool to use (Clark et al., 
2015).  Groupings are unchanged in the INE-R+ survey, thus maintaining its internal 
consistency.  Modifications made to the INE-R require further testing in future studies to 
establish the reliability and validity of the INE-R+ survey.  Of the five INE-R+ survey 
questions, three were added with permission from the creator of the INE/INE-R survey. 
The questions regarding the direction and location of each incivility resulted in 
several unanswered items.  To reveal the direction of each incivility, participants were 
asked to choose from two options that may have occurred between the student and faculty 
member.  Given these options and the realization that the incivilities cited may have been 
multidirectional, participants may have been unable to respond accurately, and therefore 
chose not to answer the question.  To draw clear distinctions between areas with a 
statistically greater number of incivilities, respondents were asked to choose from the 
options; “classroom setting” or “clinical setting.”   It is recognized that, for some 
students, the experiences with incivility may have occurred equally as often in the 
classroom and clinical settings.  These students were not provided the option to choose 
“both” and therefore may have chosen to leave this question unanswered.  The multitude 
of incivilities that were not addressed by respondents resulted in unreliable data, and 
these questions remain unanswered.   
Confidentiality and anonymity.  Study participants were emailed an invitation 
which briefly described the purpose of the study and assured anonymity and 
confidentiality (Appendix E).  This letter provided a link to Qualtrics for students to 
access the survey. This letter explained that to assure anonymity accessing the survey 
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using the link provided prevented the email address from being linked to any survey.  In 
addition, prior to downloading the data to the Statistical Packaging Software Systems 
(SPSS) program (https://www.ibm.com), the email listings were removed from the data.   
As the researcher is a member of the faculty at the participating institution, 
confidentiality was explicitly stated for all students.  Additionally, the survey results were 
password protected and known only to the researcher.  The survey results and all 
identifying data will be kept on a computer hard drive in a locked drawer to which only 
the researcher has access for 3 years, at which time, all data will be destroyed in a secure 
manner.  
Students were informed in the invitation that there were no anticipated risks 
identified for those that chose to participate in the study.  This notification also stated that 
there were no penalties that existed should any nursing student have elected not to 
participate in the study or decided not to complete the survey.   
Procedures for Data Collection and Analysis 
The survey creation and dissemination were completed using the password 
encrypted survey software Qualtrics.  Invitations to participate in the survey were sent to 
all nursing students in their second and final semester of education in the disparate 
cohorts from the email lists provided by the director of the nursing program at the 
participating college.  Prior to dissemination of the survey, the Qualtrics options “prevent 
ballot box stuffing” and “by invitation only” were selected.   The selection of these two 
options prevented participants from taking the survey more than once, or from sharing the 
survey with others.  Partial survey responses were included in the data collection report 
and item non-response was identified for the questions addressing the location and 
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direction of incivility.  To avoid inflation of individual item and grouped means, these 
questions were not included in the data analysis.   
Each descriptive item from the survey was numerically assigned.  The survey 
results were downloaded for analysis to a password secured SPSS file.  SPSS is a 
statistical software program often used in the social sciences (https://www.ibm.com).  All 
data included access to Qualtrics results, the scrubbed email listing, survey results, and 
SPSS analysis will be password secured and kept on a digital hard-drive for three years 
following the completion of the study.  This digital hard-drive will be secured in a locked 
desk, to which only the researcher has the key, and all data will be disposed of 3 years 
after the conclusion of this study. 
Descriptive data analysis occurred separately for each cohort to address the 
corresponding research questions:   
1. What is the perceived severity, frequency, location (classroom, laboratories, 
clinical setting(s), and sources of incivility identified by nursing students after 
completing the first semester of nursing education?  
2. What is the perceived severity, frequency, location (classroom, laboratories, 
clinical setting(s), and source of incivility identified by nursing students at the 
beginning of the final semester of nursing education?  
Descriptive analysis is used to summarize and describe the data to allow an 
understanding of the data itself before trying to understand its meaning (O’Dwyer & 
Bernauer, 2014).  The first set of data for this study was collected from the cohort of 
nursing students in their second semester of nursing education.  This set of students 
reported out on first semester experiences of incivility.  Albeit, at this point in the 
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program, students have experienced very little of the nursing education process.  A 
separate set of data was collected from the cohort of students beginning their final 
semester of nursing education.  Students at this juncture in their educational process had 
experienced three full semesters of nursing education, and a significant amount of time in 
other nursing education environments which included the campus classroom and 
laboratories, and assignments in clinical settings.  
Using SPSS software, tables were developed to present and summarize the results 
for each individual student and faculty behavior (as perceived by the students) addressed 
in the INE-R+ survey.  Tables were developed with data according to each cohort and 
various demographic items to identify any numerically meaningful categories.  
Frequency distribution tables were also developed to visually display the results of this 
analysis and more easily identify those acts that occur most frequently, by whom, and 
how severely these acts were rated according to each cohort.   
Grouped frequency distributions were completed by grouping raw scores 
according to the rated severity level and applied to the first two research questions.  
Based on the continuum of incivility developed by Clark (2015), the 24 identified 
behaviors were grouped into two categories of behaviors according to perceived severity 
as follows: fifteen behaviors identified as lower level (less severe) acts of incivility and 
nine behaviors identified as higher level (more severe) acts of incivility.   According to 
the continuum of incivility (Figure 1.2), lower level behaviors are behaviors that are 
annoying and/or distracting; higher level behaviors are those that are aggressive and/or 
potentially violent (Clark, 2011).  
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Independent sample t-tests are often applied to statistically compare means of two 
independent groups (O’Dwyer & Bernauer, 2014).   In this study, independent t- tests 
enabled a comparison of the grouped means of severity levels and frequency of 
occurrences (dependent variables) of the first and final semester nursing students 
(independent variables).  This statistical application was used to address the third 
research question.  
3. Do differences exist between the reported severity, frequency, location 
(classroom, laboratories, clinical setting(s), and source of incivility identified 
by nursing students beginning their second semester of nursing education and 
those beginning their final semester of nursing education? 
Using a statistical significance level of 0.05 with the independent t-test analysis 
allowed the researcher to either accept or reject the null hypothesis that these grouped 
means from the two disparate cohorts are equal.  Although it was not possible to identify 
a cause and effect relationship between these variables, an examination of association or 
relationship between variables occurred.  Analyzing the differences from two disparate 
cohorts at two dissimilar intervals in the nursing program provided valuable insight into 
the incivility occurring in nursing education.  
In addition, this study attempted to indicate any differences that may exist 
regarding the students’ perception of the severity of uncivil behaviors according to the 
time spent in the educational process.  To provide an additional perspective of the 
participating cohorts’ experiences, valid percentages were calculated for individual 
student observed behaviors and self-reported perpetrated behaviors that were perceived to 
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occur “Sometimes” or “Often.”  The valid percent is the percent calculated when missing 
responses are excluded from the calculation (Leon-Guerrero, 2017).    
Summary 
This chapter described the quantitative design for this study.  Research 
instrumentation and data collection methods that were utilized for this study were 
discussed.  Careful consideration was given to safeguard participants’ anonymity and 
confidentiality.   
The information gleaned from the survey provides insight regarding student 
perception of incivility in nursing education and, by applying Bandura’s social cognitive 
theory, investigates the role the educational process plays in the perpetuation of incivility.  
Chapter 4 will report and present the results of the data analysis for this study.  Findings 
will be presented by corresponding research question.   
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Chapter 4: Results 
Introduction 
The problem of incivility has been a growing concern in the field of nursing and 
nursing education for decades. Clark et al. (2011, p.325) suggested that “these behaviors 
are a learned process, transferred through staff nurses to new nurses and student nurses 
via interaction within the hierarchical nature of the profession.”  This study examined the 
role that nursing education has in perpetuating the cycle of incivility through the lens of 
Bandura’s social cognitive theory (SCT).  This chapter presents the findings of this 
quantitative study. 
Upon receiving IRB approval from SJFC (Appendix D), separate IRB 
applications were sent to two institutions in Central New York inviting them to 
participate in this research.  These two programs were of similar size, belonged to the 
State University of New York (SUNY) system, and awarded associate’s degree nursing 
programs.  In addition to increasing sample size, the intent was to compare the cohorts 
from these two similar nursing programs and identify differences that may exist 
according to cohort and program.  
Approval to conduct this study was received from one institution. Although intent 
to participate was expressed by the director of the nursing program of the second 
institution, the IRB application was denied.  As a result, an additional college was 
approached.  After receiving a letter of intent to participate in the study from the director 
of this nursing program, an IRB application was submitted to this program. However, a 
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response from this college was not received in time to allow for study completion, given 
the time limitations imposed by the supervising doctoral program. Ultimately, the 
research was conducted with one associate’s degree-granting institution. 
 Minimum sample sizes to provide statistically significant data were calculated 
using an online sample size calculator provided by the online survey tool SurveyMonkey 
Inc.  The class size for the second semester cohort in the participating institution was 63 
students.  Using a 95% confidence level and a 5% margin of error to provide statistically 
significant data, the minimum sample size for this class was 55 students.  Using the same 
calculations for the final semester class of 55 students in the participating institution, the 
minimum sample for this class was 49 students.  
The survey was distributed to a total of 118 students via email to the institutional 
email addresses obtained from the director of the participating nursing program.  After 51 
students accessed the survey, it became apparent that the parameters of the survey did not 
allow for identification of disparate cohorts.  As this was a vital piece of the research, a 
letter of explanation (Appendix H) was sent to participants, along with a new link to the 
survey.  By the time the survey was corrected and uploaded, two students had withdrawn 
from the program, one from each cohort (second and final semester).  The email 
containing the links to the updated survey was sent to 62 second semester students and 54 
final semester students, for a total of 116 students.  Given the change in class size, the 
minimum sample size to provide statistically significant data for the second semester 
cohort was 54 and the final semester cohort was 48 students, for a total of 102 student 
participants.  
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Four email reminders with links to the survey were sent to students who had not 
completed the survey.  The survey closed with 62 students accessing the survey and 43 
(20 second semester and 23 final semester) students completing the survey.  Ultimately 
the response rate was 31% (second semester) and 44% (final semester) students.  
Applying a 95% confidence level to the response rate resulted in an 18% margin of error 
for the second semester and a 16% margin of error for the final semester data.  Given the 
required 5% margin of error to ensure a 95% confidence level, the resulting response 
rates did not allow for statistically significant data. 
Upon closing the survey, a thank you letter was sent to all survey participants and 
the recipient of the $50.00 gift card was randomly selected.  The recipient chose to 
receive the gift card in person and pick it up from the office of the researcher. 
Research Questions 
The objective of this quantitative study was to: (a) examine the role of nursing 
education in the perpetuation of incivility, and (b) determine if the time exposed to the 
incivility in nursing education influenced the number of uncivil acts perpetrated by 
students.  In addition, this study attempted to determine the direction and setting in which 
uncivil acts occur.  The following research questions were used to guide this study: 
1. What is the perceived severity, frequency, location (classroom, laboratories, 
clinical setting(s), and sources of incivility identified by nursing students after 
completing the first semester of nursing education?  
2.  What is the perceived severity, frequency, location (classroom, laboratories, 
clinical setting(s), and source of incivility identified by nursing students at the 
beginning of the final semester of nursing education?  
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3. Do differences exist between the reported severity, frequency, location 
(classroom, laboratories, clinical setting(s), and source of incivility identified 
by nursing students beginning their second semester of nursing education and 
those beginning their final semester of nursing education?  
Appendix C presents the alignment of each research question with the 
corresponding survey questions that address the perceived severity, frequency, location, 
and source of incivility identified by the second and final semester nursing students. 
Data Analysis and Findings 
The survey data was collected using the online survey tool Qualtrics, with 
data/responses exported to an Excel file.  The Excel file was purged of information 
superfluous to the study results, such as duration of time to complete the survey.  
Numerical values were assigned to each item according to the response categories.  The 
following numerical values were assigned for student and faculty behaviors; (1 = not 
uncivil, 2 = somewhat uncivil, 3 = moderately uncivil, 4 = highly uncivil).   Numerical 
scoring was also assigned according to the perceived frequency of occurrence of each 
item observed by students as well as the self-reported occurrence of each item perpetrated 
by the student (1 = never, 2 = rarely, 3 = sometimes, 4 = often).  The direction of each 
behavior was assigned numerical values as well.  When identifying the direction of items 
under the category of student behaviors, the following numerical values were assigned; 
1= student to faculty and 2= student to student.  To identify the direction of items under 
the category of faculty behaviors, the following numerical values were assigned; 1= 
faculty to student and 2= faculty to faculty.  The numerical values assigned to identify the 
 56 
location each behavior occurred was the same for both student and faculty; behaviors are 
as follows: 1= classroom m setting, 2= clinical setting.    
Based on the continuum of incivility developed by Clark (2011), the 24 identified 
behaviors were grouped into two categories of behaviors according to perceived severity 
level; 15 behaviors identified as lower level (less severe) uncivil behaviors and nine 
behaviors identified as higher level (more severe) uncivil behaviors.  Clark (2011) 
identified lower level behaviors as behaviors that are annoying and/or distracting while 
higher level behaviors were identified as those that are aggressive and/or violent. 
Categorically grouped means, according to these lower level items (15) and 
higher-level items (nine), of the second and final semester cohorts were calculated 
separately using Excel software.  Missing responses were accounted for by calculating 
means according to actual number of responses. This numerical data was then transferred 
from the Excel file to an SPSS file.   
Descriptive data analysis is often used to summarize and describe the data to 
allow an understanding of the data itself before trying to understand its meaning 
(O’Dwyer & Bernauer, 2014).  This type of analysis was applied in this study through the 
development of frequency tables to organize and present the data according to each 
individual behavior addressed.  These behaviors were also grouped and displayed in 
tables categorically according to the severity of the lower level (15) and higher level 
(nine) incivilities.   
The independent t-test is a statistical calculation used to compare the means of 
two independent groups to determine if there is any statistical difference between them.  
This statistical analysis was applied here using SPSS software to provide a statistical 
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comparison of the grouped means of severity levels and frequency of occurrences 
(dependent variables) of the first and final semester nursing students (independent 
variables).     
It should be noted that when respondents were asked to address the direction of 
the uncivil behaviors and location said behavior occurred, numerous items were 
unanswered.  All 20 second semester respondents chose not to answer multiple items 
when addressing the location where incivility occurred, and all 23 final semester 
respondents chose not to address multiple items regarding the direction in which 
incivilities occurred.  The lack of response to these items may have caused the resulting 
means for these items to be inflated.  Due to the unreliable data regarding these items, the 
findings will not be presented.  
Study sample and demographics.  Data regarding the demographics of the 
participating students is represented in Table 4.1.   The participants were overwhelmingly 
female: 75% (n=20) were second semester, and 95.7% (n=23) were final semester 
students.  Eighty percent of respondents from both cohorts were Caucasian.  There was 
one Asian respondent (3%) in the second semester cohort and three (13%) African 
American respondents in the final semester cohort.  Most participants were under the age 
of 30 (80% of second semester and 56.5% of final semester), and the second semester 
consisted of one participant over 50 years of age.  See Table 4.1 for a visual display of 
the demographics by cohort. 
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Table 4.1 
Demographics  
        Second Semester (n=20)              Final Semester (n=23) 
Gender 
 
Male                            4(20%)       
Female                       15(75%) 
Unanswered                  1(5%) 
 
 
Male                            1(4.3%) 
Female                    22(95.7%) 
 
Age 18-30                         16(80%) 
31-40                           2(10%) 
41-50                            1(5%) 
>50                               1(5%) 
18-30                      13(56.5%) 
31-40                        6(26.1%) 
41-50                        4(17.4%) 
>50                                        0 
Race 
 
Caucasian                  16(80%) 
Asian                            1(5%) 
Other                           3(15%) 
 
Caucasian                 16(80%) 
African American      3(13%)         
Other                          4(17.4%) 
 
Ethnicity  Hispanic                      2(10%) 
Other                         14(70%) 
Unanswered                4(20%) 
 
Hispanic                       1(4.3%) 
Other                        17(73.9%) 
 
 
Research question 1.  The data below corresponds to the first research question; 
namely; “What is the perceived severity, frequency, location (classroom, laboratories, 
clinical setting(s), and sources of incivility identified by nursing students after completing 
the first semester of nursing education?”    
To address the severity of each item, students were asked to rate the level of 
severity by selecting one of the following descriptors assigned a corresponding numerical 
value; 1 = not uncivil, 2 = somewhat uncivil, 3 = moderately uncivil, 4 = highly uncivil.  
The same was requested regarding the frequency of occurrence as witness and as 
perpetrator of each item; (1 = never, 2 = rarely, 3 = sometimes, 4 = often).  Data 
corresponding to the students’ perception of student and/or faculty behaviors will be 
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reported separately.  Table 4.2 displays the categorically grouped means of the student 
perceived severity, frequency observed, and frequency perpetrated student behaviors, 
according to the 15 less severe and nine more severe behaviors.   
In the following tables, the number of participants are represented by (N), the 
grouped mean is represented by (M), and the standard deviation is represented by (sd.).  
The standard deviation is the average distance responses fall from the calculated mean 
(Qualtrics, 2018).  Due to varying behaviors addressing the direction and location of 
incivilities unanswered by participants in both cohorts, this data is considered unreliable, 
and results will not be reported in the tables.  
Table 4.2 
Grouped Means of Second Semester Student Perception of Uncivil Student Behaviors  
Uncivil behavior     Severity Level                  N   M                      sd. 
Perceived Severity         
 
Lower level 
Upper level                                       
 
19 
18
 
2.80 
3.23 
 
 
.937 
1.26 
Frequency 
observed 
Lower level 
Upper level                                         
   19 
18
2.25 
1.46 
.829 
.624 
Frequency 
perpetrated 
Lower level 
Upper level                                       
   19 
18
1.37 
1.13 
 
.394 
.345 
 
Note. Location and direction of incivilities are not reported due to unreliable data. 
The means presented in Table 4.2 reveal that students in their second semester 
report observing and perpetrating more lower level incivilities than higher level 
incivilities.  Using the calculated number of respondents, the mean severity rating of 
lower level (less severe) behaviors was 2.80 and the mean severity rating of higher level 
(more severe) behaviors was 3.23 with an 18% margin of error.  The standard deviations 
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that correspond with the behaviors frequently perpetrated by students, represents fewer 
deviations from the mean (M).  This indicates more similar responses were given 
regarding the frequency with which participants admit perpetrating incivilities than the 
responses regarding observed incivilities.   
Students’ perception of faculty behaviors was also addressed in this research 
question using the same Likert scale with assigned numerical values to represent the 
severity of each item; 1 = not uncivil, 2 = somewhat uncivil, 3 = moderately uncivil, 4 = 
highly uncivil, and frequency of occurrence for each item; 1 = never, 2 = rarely, 3 = 
sometimes, 4 = often. Table 4.3 presents the categorical means of the 15 lower level and 
9 higher level incivilities that represent the student reported perception of faculty 
behaviors.   
Table 4.3 
Grouped Means of Second Semester Student Perception of Faculty Uncivil Behaviors   
Uncivil Behavior       Severity Level                  N                    M                     sd. 
Note. Location and direction of incivilities are not reported due to unreliable data. 
According to the grouped means in Table 4.3, second semester respondents 
perceived that faculty commit more lower level than higher level uncivil behaviors; 1.66 
and 1.37 respectively.  Both reported means fall within the frequency categories labeled 
“never” and “rarely.”  The standard deviations above reflect data results that were more 
varied regarding the perceived severity of uncivil behaviors than they were regarding the 
Perceived 
Severity         
 
      Lower level 
      Upper level 
 
18 
18 
 
2.96 
3.29 
 
 
1.01 
1.16 
  
Frequency 
observed 
     Lower level 
     Upper level 
18 
18 
1.66 
1.37 
.609 
.625 
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frequency of these behaviors.  This data indicates that faculty are committing incivilities 
but the students’ perception of the severity of these behaviors differ.  
Research question 2.  The following data corresponds to the second research 
question; specifically; “What is the perceived severity, frequency, location (classroom, 
laboratories, clinical setting(s), and source of incivility identified by nursing students at 
the beginning of the final semester of nursing education?”  
Using the same Likert scale as the second semester participants, final semester 
students were asked to rate the severity, (1 = not uncivil, 2 = somewhat uncivil, 3 = 
moderately uncivil, 4 = highly uncivil), and frequency, (1 = never, 2 = rarely, 3 = 
sometimes, 4 = often) of occurrence for each behavior listed.  The resulting data 
regarding student and faculty behaviors is reported separately.  Table 4.4 presents the 
mean of the15-lower level (less severe) and nine upper level (more severe) behaviors 
according to final semester students’ perception of severity, frequency observed, and 
frequency perpetrated student behaviors.   
Table 4.4 
Grouped Means of Final Semester Student Perception of Uncivil Student Behaviors  
Uncivil Behavior       Severity Level               N                  M                     sd. 
 
Perceived 
Severity         
 
Lower level 
Higher level  
                                      
 
23 
23 
 
2.96 
3.26 
 
.650 
1.11 
Frequency 
observed 
Lower level 
Higher level                                         
23 
23
2.54 
1.40 
.432 
.281 
Frequency 
perpetrated 
Lower level 
Higher level                                       
23 
22
1.56 
1.12 
.440 
.173 
 
Note. Location and direction of incivilities are not reported due to unreliable data. 
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Table 4.4 reveals that final semester students report, as second semester students 
report, observing and perpetrating a greater number of lower level (less severe) 
incivilities than higher level (more severe) incivilities.  Applying a 95% confidence level 
to the response rate for this data allowed for a 16% margin of error.  This margin of error 
surpassed the predetermined margin of error to provide a confidence level of 95%, and 
therefore statistical significance was not achieved.  The mean severity rating of lower 
level incivilities was 2.96 and the mean severity rating of higher level incivilities was 
3.26.   The standard deviation noted in the category of higher level uncivil behaviors 
perpetrated by respondents was lower than the standard deviation of the severity of said 
behaviors.  This data indicates a greater variance of responses regarding the severity of 
incivilities than the frequency with which they were perpetrated. 
Final semester students were also asked to provide their perception of the severity 
of faculty behaviors (1 = not uncivil, 2 = somewhat uncivil, 3 = moderately uncivil, 4 = 
highly uncivil), and frequency of occurrence of faculty behaviors (1 = never, 2 = rarely, 3 
= sometimes, 4 = often) for each item perpetrated by faculty.  Table 4.5 presents the 
means of the 15 lower level (less severe) and nine higher level (more severe) faculty 
behaviors as perceived by final semester students.  
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Table 4.5 
Grouped Means of Final Semester Student Perception of Uncivil Faculty Behaviors  
 Uncivil Behavior       Severity Level                 N                   M                 sd. 
Note. Location and direction of incivilities are not reported due to unreliable data. 
According to the grouped means identified in Table 4.5, final semester 
respondents perceived that faculty committed more lower level (less severe) uncivil 
behaviors.  Final semester respondents rated the severity of lower level (less severe) and 
higher level (more severe) behaviors as 2.96 and 3.32 respectively.   The standard 
deviations noted regarding the severity of incivilities was higher than those regarding the 
frequency with which they occurred.  This indicates that the final semester participants 
more consistently perceived faculty as behaving uncivilly but differ regarding their 
perception of the severity of incivility. 
Research question 3.  The data that follows corresponds to the third and final 
research question.  Research question three asked; “Do differences exist between the 
reported severity, frequency, location (classroom, laboratories, or clinical settings),          
and source of incivility identified by nursing students beginning their second semester of 
nursing education and those beginning their final semester of nursing education?” 
The mean response to each of the 15-lower level (less severe) uncivil student 
behaviors is presented in Table 4.6.  This is followed by Table 4.7, which presents the 
mean (M) response to each of the nine higher level (more severe) uncivil student 
Perceived 
Severity         
 
      Lower level 
      Higher level 
 
 
22 
22 
 
2.96            .895     
3.32            1.20 
Frequency 
observed 
    Lower level 
    Higher level 
21 
21 
1.86            .568 
1.30            .277 
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behaviors.  The means are organized according to semester (second or final) of 
respondent.  The number of respondents (N) for each item and standard deviation (sd.) 
are also identified in the tables.    
The data in table 4.6 indicates that the most frequently observed uncivil student 
behavior was “Using a computer, phone, or another media device (M=3.65).  The uncivil 
behavior most often perpetrated was “Holding side conversations” (M=2.04) and the 
behavior perceived as most severely uncivil was “Being distant and cold toward others” 
(M=3.43).  Each of the means identified were calculated from final semester respondents.  
Table 4.7 presents the means of each of the nine behaviors in the category 
assigned as higher level (more severe) uncivil student behaviors.  In Table 4.7, the mean 
severity rating calculated for the behaviors; “Making condescending or rude remarks 
toward others”, “Threats of physical harm against others”, “Property damage”, and 
“Making threatening statements about weapons” was 3.32.  The uncivil behavior 
considered to be most severe (M=3.45) was “Making discriminating comments directed 
toward others.”  The most frequently observed uncivil behavior was “Making 
condescending or rude remarks toward others” (M=2.04) and the most perpetrated uncivil 
behavior was “Using profanity directed toward others” (M=1.35).   The means identified 
here resulted from final semester respondents. 
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Table 4.6 
Student Reported Frequency and Severity of Fifteen Lower Level Student Behaviors 
 
 
 
Behavior Semester 
 
Perpetrated Severity    
 
Observed 
N M sd. N M sd. N M sd. 
Expressing disinterest, boredom, or 
apathy about course content  
Second 19 1.68 .820 20 2.20 1.056 20 2.40 .995 
Final 23 1.65 .714 23 2.57 .843 23 2.78 .736 
Making rude gestures or non-verbal 
behaviors toward others  
Second 18 1.33 .686 20 3.00 1.076 19 2.11 .994 
Final 22 1.59 .854 23 3.22 .951 23 2.52 .898 
Sleeping or not paying attention in class  Second 18 1.50 .618 20 2.70 1.174 19 2.79 1.182 
Final 23 1.74 .864 23 3.04 .928 23 3.00 .853 
Refusing or reluctant to answer direct 
questions 
Second 18 1.28 .461 20 2.45 1.146 18 1.44 .705 
Final 22 1.36 .658 23 2.70 1.105 23 2.22 .795 
Using a computer, phone, or another 
media device 
Second 19 1.68 .820 20 3.00 .858 19 2.95 1.129 
Final 23 2.43 .896 23 3.00 .739 23 3.65 .573 
Arriving late for class or other scheduled 
activities 
Second 19 1.47 .612 20 2.80 1.152 19 2.58 1.121 
Final 23 1.61 .839 23 3.17 .834 23 2.87 .548 
Leaving class or other scheduled activities 
early 
Second 18 1.33 .594 20 2.65 1.040 19 2.37 1.116 
Final 23 1.30 .559 23 2.61 .722 23 2.57 .662 
Being unprepared for class or other 
scheduled activities 
Second 18 1.39 .502 19 2.53 1.073 19 2.32 1.108 
Final 23 1.74 .689 23 2.87 .920 23 2.65 .832 
Skipping class or other scheduled 
activities 
Second 19 1.37 .597 20 2.80 1.056 19 2.68 1.108 
Final 21 1.67 .796 23 2.83 .937 23 2.39 .583 
Being distant and cold toward others Second 19 1.16 .501 20 3.05 1.191 19 1.95 .970 
Final 21 1.57 .926 23 3.43 .662 22 2.50 .740 
Creating tension by dominating class 
discussion 
Second 17 1.29 .772 19 2.53 1.172 18 2.06 1.162 
Final 22 1.09 .426 23 2.96 .976 23 2.43 .896 
Holding side conversations Second 18 1.39 .502 19 3.05 1.026 18 2.50 1.150 
Final 23 2.04 .825 23 3.35 .714 23 3.17 .778 
Demanding make-up exams, extensions, 
or other special favors 
Second 18 1.17 .383 19 2.74 .991 18 1.78 1.003 
Final 23 1.17 .576 23 2.91 1.203 23 1.65 .775 
Ignoring, failing to address, or 
encouraging disruptive behaviors 
Second 18 1.11 .323 19 2.89 1.100 18 1.83 .924 
Final 22 1.36 .727 23 2.96 1.147 23 1.74 .810 
Being unresponsive to emails or other 
communications 
Second 18 1.17 .383 19 2.74 1.147 18 1.56 .856 
Final 21 1.14 .359 23 2.87 1.140 23 2.00 .798 
           
Note. Location and direction of incivilities are not reported due to unreliable data. 
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Table 4.7 
Student Reported Frequency and Severity of Nine Higher Level Student Behaviors 
 
 
 
                      Behavior Semester 
     Perpetrator Severity 
 
Frequency 
N M sd. N M sd. N M sd. 
Cheating on exams and quizzes Second 17 1.06 .243 18 3.22 1.263 17 1.47 .717 
Final 22 1.23 .612 22 3.36 1.136 23 1.83 .717 
Making condescending or rude 
remarks toward others 
Second 18 1.17 .383 19 3.11 1.243 18 1.94 .873 
Final 21 1.29 .644 22 3.32 1.211 23 2.04 .928 
Demanding a passing grade when 
one has not been earned 
Second 17 1.12 .332 19 3.05 1.268 18 1.67 .840 
Final 22 1.14 .351 21 3.43 1.207 23 1.65 .714 
Sending inappropriate or rude e-mails 
to others 
Second 17 1.18 .529 19 3.11 1.243 18 1.44 .705 
Final 20 1.05 .224 22 3.27 1.279 23 1.17 .388 
Making discriminating comment 
directed toward others 
Second 17 1.12 .332 19 3.26 1.284 18 1.28 .669 
Final   20 1.05 .224 22 3.45   1.101 23 1.17 .388 
Using profanity (swearing, cussing) 
directed toward others 
Second 17 1.12 .332 19 3.16 1.259 18 1.44 .705 
Final 20 1.35 .671 21 3.29 1.231 23 1.52 .790 
Threats of physical harm against 
others (implied or actual) 
Second 17 1.12 .332 19 3.16 1.302 18 1.33 .686 
Final 20 1.00 .000 22 3.32 1.287 23 1.09 .288 
Property damage Second 17 1.12 .332 18 3.22 1.309 18 1.22 .548 
Final 19 1.00 .000 22 3.32 1.287 23 1.09 .288 
Making threatening statements about 
weapons 
Second 17 1.18 .529 19 3.26 1.284 18 1.28 .669 
Final 20 1.05 .224 22 3.32 1.287 23 1.04 .209 
           
Note. Location and direction of incivilities are not reported due to unreliable data. 
Table 4.8 presents the means of each of the 15 items in the group assigned as 
lower level (less severe) uncivil faculty behaviors. The means were organized according 
to semester (second or final) of respondent.  The number of respondents (N) for each item 
and standard deviation (SD) were also identified in the tables.  This is followed by Table 
4.9 which presents the means of the nine higher level (more severe) uncivil faculty 
behaviors according to semester (second or final) of respondent.  The number of 
respondents (N) for each item and standard deviation (SD) are also identified in the 
tables.   
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Table 4.8 
Student Reported Frequency and Severity of Fifteen Lower Level Faculty Behaviors 
 
 
 
Behavior Semester 
 
Frequency Severity 
N M sd. N M sd. 
Expressing disinterest, boredom, or apathy about 
course content or subject matter 
Second 18 1.61 .778 19 2.63 1.065 
Final 21 1.90 .768 22 2.82 1.097 
Making rude gestures or non-verbal behaviors 
toward others  
Second 18 1.56 .705 19 3.00 1.202 
Final 21 1.86 .964 22 3.27 1.120 
Ineffective or inefficient teaching method 
(deviating from course syllabus) 
Second 18 1.83 .707 19 2.74 1.147 
Final 21 2.52 .981 22 2.95 .999 
Refusing or reluctant to answer direct questions Second 18 2.00 .970 19 2.95 1.129 
Final 21 2.33 .966 22 3.14 1.037 
Using a computer, phone, or another media 
device 
Second 18 1.61 .850 19 2.74 1.240 
Final 21 2.00 .837 22 2.95 1.090 
Arriving late for class or other scheduled 
activities 
Second 18 1.56 .705 19 2.95 1.268 
Final 21 1.67 .658 22 2.91 1.019 
Leaving class or other scheduled activities early Second 18 1.61 .850 19 2.79 1.273 
Final 21 1.43 .746 22 2.41 1.008 
Being unprepared for class or other scheduled 
activities 
Second 18 1.67 1.029 19 2.84 1.214 
Final 21 1.67 .730 22 2.77 .973 
Canceling class or other scheduled activities Second 18 1.39 .778 19 2.74 1.240 
Final 21 1.33 .577 22 2.77 1.066 
Being distant and cold toward others Second 17 1.53 .514 19 3.05 1.177 
Final 22 1.91 .971 22 3.23 1.152 
Punishing the entire class for one student's 
misbehavior 
Second 18 1.50 .707 19 3.00 1.202 
Final 21 1.19 .680 22 3.00 1.234 
Allowing side conversations by students who 
disrupt class 
Second 18 2.00 .907 19 2.79 1.134 
Final 21 2.29 1.007 22 3.00 1.113 
Refusing to discuss make-up exams, extensions, 
or grade changes 
Second 18 1.67 .840 18 2.83 1.295 
Final 20 2.10 .968 21 3.05 .973 
Ignoring, failing to address, or encouraging 
disruptive behaviors 
Second 18 1.67 .907 19 2.89 1.243 
Final 21 1.90 .995 21 3.10 1.091 
Being unavailable outside of class 
 
Second 18 1.67 .840 19 2.89 1.197 
Final 21 1.81 .873 21 3.05 1.024 
 
Note. Location and direction of incivilities are not reported due to unreliable data. 
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Table 4.8 demonstrates that the most frequently witnessed lower level (less 
severe) uncivil faculty behavior was “Ineffective or inefficient teaching method” 
(M=2.52).  The faculty behavior considered to be most severe was “Making rude gestures 
or non-verbal behaviors toward others” (M=3.27).  These means were calculated using 
the responses from final semester respondents.   
Table 4.9 
Student Reported Frequency and Severity of Nine Higher Level Uncivil Faculty Behaviors 
 
 
 
Behavior Semester 
Frequency Severity 
N M sd. N M sd. 
Unfair grading Second 18 1.67 .840 18 3.22 1.263 
Final 21 2.19 .928 22 3.36 1.136 
Making condescending or rude 
remarks toward others 
Second 18 1.33 .594 19 3.11 1.243 
Final 21 1.62 .805 22 3.32 1.211 
Exerting superiority, abusing position, 
or rank over others 
Second 18 1.56 .856 19 3.05 1.268 
Final 21 1.52 .873 21 3.43 1.207 
Sending inappropriate or rude e-mails 
to others 
Second 18 1.33 .686 19 3.11 1.243 
Final 21 1.10 .301 22 3.27 1.279 
Making discriminating comment Second 18 1.39 .850 19 3.26 1.284 
Final 21 1.10 .301 22 3.45 1.101 
Using profanity (swearing, cussing) 
directed toward others 
Second 18 1.28 .669 19 3.16 1.259 
Final 21 1.19 .512 21 3.29 1.231 
Threats of physical harm against 
others (implied or actual) 
Second 18 1.33 .840 19 3.16 1.302 
Final 21 1.00 .000 22 3.32 1.287 
Property damage Second 18 1.22 .732 18 3.22 1.309 
Final 21 1.00 .000 22 3.32 1.287 
Making threatening statements about 
weapons 
Second 18 1.22 .548 19 3.26 1.284 
Final 21 1.00 .000 22 3.32 1.287 
 
Note. Location and direction of incivilities are not reported due to unreliable data. 
Table 4.9 identifies the faculty behavior perceived as the most severe, 
corresponds to the item “Making discriminating comments toward others” (M=3.45).  
This is followed by “Unfair grading” (M=3.36) and “Making threatening comments about 
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weapons”, “Property damage”, “Threats of physical harm”, and “Making condescending 
or rude remarks toward others” follow with a mean of 3.32.  The most frequently 
observed faculty behavior was “Unfair grading” (M=2.19). 
Grouped means, according to level of severity, of the second and final semester 
cohorts were calculated using Excel software.  Missing responses were accounted for by 
calculating these means based on the actual number of responses.  Independent t-test 
analysis was applied to compare the grouped means of the cohorts using SPSS software.  
The grouped means and t-test results of students’ perception of student behaviors 
(severity, frequency of occurrence, and frequency as perpetrator) are represented in Table 
4.10.  The means were organized according to level (lower and higher), and semester 
(second and final) for comparison.  This is followed by Table 4.11, which presents the 
grouped means and t-test results of the student perception of faculty behaviors (severity 
and frequency) by cohort semester (second and final) and level (lower and higher). 
Table 4.10 
Comparison of Severity Grouped Means of Student Perceived Uncivil Student Behaviors  
Behavior       Severity Level       Second Semester        Final Semester       t-test    Sig. 
  N M sd.     N M sd. 
 
Perceived 
Severity 
         
 
Lower level 
Higher level                                       
 
19 
18 
 
2.80 
3.23
 
 
.937    
1.26 
 
23 
23 
 
2.96 
3.26 
 
.650        -.657      .515 
1.11        -.059      .954 
Frequency 
observed 
Lower level 
Higher level                                         
  19 
18
2.25 
1.46
.829    
.624 
23 
23 
2.54 
1.40 
.432        -1.38      .177 
.281         .382      .706 
 
Frequency 
perpetrated 
Lower level 
Higher level                                       
  19 
18
1.37 
1.13
 
.394 
.345 
23 
22 
1.56 
1.12 
.440        -1.43      .160 
.173         .182      .857 
Note. Location and direction of incivilities are not reported due to unreliable data. 
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Table 4.11 
Comparison of Severity Grouped Means of Student Perceived Uncivil Faculty Behaviors  
Note. Location and direction of incivilities are not reported due to unreliable data. 
Using a statistical significance level of 0.05, the independent t-test analysis  
did not provide statistically significant data.  However, a comparison of the grouped 
means was possible.  The means of final semester respondents were higher with regard to 
severity level, and the observed and perpetrated lower level (less severe) behaviors.  The 
means of second semester respondents regarding the observed and perpetrated higher 
level (more severe) behaviors was slightly greater.    
To allow an additional perspective of the cohorts, valid percentages were 
calculated.  The valid percent is the percent calculated when missing responses are 
excluded from the calculation (Leon-Guerrero, 2017).   Table 4.12 and Table 4.13 present 
the valid percentages of student observed behaviors and the students’ self-reported 
perpetrated acts perceived to occur “Sometimes” or “Often.”  Although this data is not 
statistically significant, as it pertains only to the cohorts participating in this study, it does 
provide valuable information for this nursing program. 
 
 
 
     Second Semester   Final Semester             t-test     Sig. 
  N M sd. N M         sd. 
Severity         
 
      Lower level 
      Higher level 
 
18 
18 
 
2.96 
3.29 
 
 
1.01 
1.16 
 
22 
22 
 
2.96       .895           -.005       .996 
3.32       1.20           -.090       .929 
 
Frequency 
observed 
     Lower level 
     Higher level 
18 
18 
1.66 
1.37 
.609 
.625 
21 
21 
1.86       .568            -1.072    .291 
1.30       .277            .456       .651 
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Table 4.12 
Comparison of Higher-Level Incivilities that Differed According to Cohort  
 
 
 
Table 4.12 presents the percentage of students from this study who report 
observing and perpetrating the four higher level (more severe) behaviors that differed 
according to cohort.  The percentage of students who report perpetrating these behaviors 
most often were final semester students.  Two of the four (50%) of these behaviors that 
were perpetrated more often by the participating final semester students were also 
observed more often by final semester students.  Table 4.13 presents the percentage of 
participants that report perpetrating the 13-lower level (less severe) incivilities that 
differed according to cohort.  The data indicated that 10 of the 13 reported lower level 
(less severe) student behaviors that differed according to cohort, were perpetrated more 
often by participating final semester respondents.   
 
 
 
 
 
 
Behavior Semester      
  
Observed (%) Perpetrated (%)  
Sometimes or Often 
Student / Faculty 
 
Sometimes or Often 
 
Cheating on exams and 
quizzes/Unfair grading 
Second 11.8 / 22.2 0 
Final 17.4 / 42.9 9.1 
Making condescending or rude 
remarks toward others 
Second 33.3 / 5.6 0 
Final 34.7 / 9.5 9.5 
Using profanity directed toward 
others 
Second 11.1 / 11/1 0 
Final 8.7 / 4.8 10 
Property damage Second 5.6 / 5.6 0 
Final 0 / 0 13 
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Table 4.13 
Comparison of Student Observed Frequency and Perpetrated Lower-Level Incivilities 
 
 
 
 
Behavior Semester 
  
Observed (%) 
Student / Faculty 
Sometimes or Often 
Perpetrated (%) 
 
Sometimes or Often 
 
Expressing disinterest, boredom, or 
apathy about course content  
 
Second 
 
45 / 16.7 
 
21.1 
Final 69.6 / 23.8 13 
Making rude gestures or non-verbal 
behaviors toward others  
Second 31.6 / 11.1 11.1 
Final 52.2 / 19 22.7 
Sleeping or not paying attention in 
class / Ineffective teaching 
methods  
Second 63.2 / 16.7 5.6 
Final 73.9 / 57.1 17.3 
Refusing or reluctant to answer 
direct questions 
Second 11.1 / 33.4 0 
Final 34.8 / 47.6 9.1 
Using a computer, phone, or another 
media device 
Second 36.8 / 22.2 21.1 
Final 69.6 / 23.8 43.4 
Arriving late for class or other 
scheduled activities 
Second 52.6 / 11/1 5.3 
Final 8.7 / 9.5 13 
Leaving class or other scheduled 
activities early 
Second 52.6 / 11.1 5.6 
Final 8.7 / 4.8 4.4 
Being unprepared for class or other 
scheduled activities 
Second 36.9 / 16.7 0 
Final 52.2 / 14.3 13 
Skipping or cancelling class or other 
scheduled activities 
Second 63.2 / 5.6 5.3 
Final 43.5 / 4.8 9.5 
Being distant and cold toward others Second 31.6 / 0 5.3 
Final 45.5 / 22.7 19 
Creating tension by dominating class 
discussion 
Second 33.3 / 11.1 5.9 
Final 45.5 / 4.8 0 
Holding side conversations Second 55.5 / 27.8 0 
Final 39.1 / 47.6 26 
Ignoring, failing to address, or 
encouraging disruptive 
behaviors 
 
Second 22.2 / 16.7 0 
Final 21.7 / 33.3 13.6 
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Summary of Results 
The purpose of this quantitative study was to:  (a) examine the role of nursing 
education in the perpetuation of incivility, and (b) determine if the time exposed to the 
incivility in nursing education influenced the number of uncivil acts perpetrated by 
students.  The INE-R+ survey used in this study addressed behaviors, as perceived by 
second and final semester students, to enable a comparison of incivility experienced, in 
classrooms and clinical settings, based on the amount of time spent in the nursing 
program.  The study represents results obtained from one associate’s degree-granting 
nursing program that is part of the State University of New York (SUNY) system.   
Results indicate, based on the quantitative data from this study, that incivility is 
experienced by students while enrolled in nursing education. This incivility is perpetrated 
by students and faculty.  Many of the nursing student respondents reported themselves as 
the perpetrator of several lower level (less severe) uncivil acts and some admit to 
perpetrating higher level (more severe) uncivil acts.  The location and direction of each 
act was not determined due to the number of unanswered items addressing said questions.   
The application of t-tests analysis to the two disparate cohorts did not provide any 
statistically significant data.  However, the grouped means of student behaviors indicated 
that final semester respondents committed more lower level (less severe) incivilities and 
do so more often.  The final semester respondents also perceived that faculty commit 
lower level (less severe) incivilities frequently, and perceived faculty to be more uncivil 
than the second semester respondents.  Identifying the individual behaviors with the 
highest means, revealed that the most frequently observed, most often perpetrated, and 
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most severely rated behaviors in this study were found to result from the final semester 
student respondents.   
These results indicate that the nursing students in this study who participated in 
nursing education for a longer period of time, and reported experiencing more incivilities, 
perpetrated more incivilities.  As the margins of error achieved in this study for second 
and final semester cohorts (.18 and .16 respectively) surpassed a 5% margin of error, the 
resulting data reflects only the experiences of nursing students belonging to the 
participating program of study.  The following chapter will discuss the implications of 
this study’s findings for nursing leaders, nurse educators, and the nursing profession.  
Chapter 5 also presents the limitations of this study and discusses recommendations for 
future studies relative to the issue of incivility in the nursing profession.                                                                                                  
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Chapter 5: Discussion 
Introduction 
Uncivil behaviors have been identified as cause for concern for nurses, patients, 
and the nursing profession (D’ambra & Andrews; 2014 Jones et al. 2016).  When viewing 
the problem of incivility through the lens of Bandura’s social cognitive theory, 
specifically, that humans learn to act from what is seen and experienced, it is logical to 
assume that experiencing uncivil behavior in nursing education, perpetrated by faculty, 
nurses, or other students, may give cause for students to assume this conduct is normal 
and acceptable professional behavior (Clark et al., 2011; Jones et al., 2016; Seibel, 2014).   
This quantitative study examined the role that nursing education plays in 
perpetuating the cycle of incivility in nursing practice by asking the following three 
research questions: 
1. What is the perceived severity, frequency, location (classroom, laboratories, 
clinical setting(s), and sources of incivility identified by nursing students after 
completing the first semester of nursing education?  
2. What is the perceived severity, frequency, location (classroom, laboratories, 
clinical setting(s), and source of incivility identified by nursing students at the 
beginning of the final semester of nursing education?  
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3. Do differences exist between the reported severity, frequency, location 
(classroom, laboratories, clinical setting(s), and source of incivility identified 
by nursing students beginning their second semester of nursing education and 
those beginning their final semester of nursing education? 
These research questions were addressed using quantitative data analyzed 
descriptively and comparatively from two disparate cohorts of nursing students at 
dissimilar levels from one nursing education institution.  The following paragraphs 
provide a discussion of the implications of the findings and the limitations of the study.  
Recommendations for nurse educators, nurse administrators, and future research are also 
discussed. 
Implications of Findings 
The data analyzed using Excel and SPSS software, provided results that can be 
used to describe and compare the perception of students in two disparate cohorts in one 
nursing education program.  The data resulting from this study indicated that the problem 
of incivility in nursing education is ongoing and is being perpetrated by both students and 
faculty.  In addition, student respondents acknowledged both witnessed and experienced 
behaviors that exist at various intervals along the spectrum of incivility created by Clark 
et al. (2011).  This study identified uncivil behaviors being perpetrated most often by 
students based on the length of time spent in one nursing education program.   
The results of this study demonstrated that in the participating nursing program, 
more uncivil acts were observed and perpetrated by final semester participants than 
second semester participants. These acts were also considered to be more uncivil by final 
semester participants than second semester participants.  Due to the number of items 
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unanswered by all participants from both cohorts, the direction and location in which 
these incivilities occurred was unable to be determined.  
The first research question sought to explore the perception of second semester 
nursing students regarding behaviors of peers and faculty early in their academic tenure.  
The grouped means according to the level of severity, 15 items identified as lower level 
incivilities (less severe) and nine items identified as higher level (more severe) uncivil 
behaviors, demonstrated that second semester respondents experienced uncivil behaviors 
(lower level more than higher level) from both faculty and other students.  These student 
respondents also indicated that they themselves perpetrated more lower level incivilities 
than higher level incivilities.   
The second research question sought to explore the perception of final semester 
nursing students regarding uncivil behaviors of peers and faculty.  The grouped means 
according to level of severity, 15 items identified as lower level incivilities (less severe) 
and nine items identified as higher level (more severe) uncivil behaviors, demonstrated 
that final semester respondents also experienced uncivil behaviors (lower level more than 
higher level) from both faculty and other students.  Similar to second semester 
respondents, the final semester student respondents indicated that they themselves 
perpetrated more lower level than higher level uncivil behaviors.   
The third research question sought to compare the two cohorts to determine if the 
amount of time in a nursing education program impacts the nursing students’ behavior.  
According to Bandura’s social cognitive theory (SCT), one learns to behave by watching 
the behavior of others.  When applied to nursing education, the SCT would imply that 
nursing students who experience incivilities during their education would be more likely 
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to perpetrate incivilities.  Although a statistically significant link between the time in 
education and number of perpetrated uncivil acts was not established using t-test analysis, 
a comparison of the means of individual items and grouped items was performed.  This 
comparison revealed that the final semester student respondents in this participating 
institution considered the behaviors listed, of students and faculty, to be more uncivil 
than the second semester student respondents.  These same respondents also indicated 
observing and perpetrating more lower level (less severe) uncivil behaviors than the 
second semester respondents.   
Identifying those behaviors with the highest means, revealed that the most 
frequently observed, most often perpetrated, and most severely rated behaviors were 
found to result from the final semester student respondents.  This was consistently 
identified regarding the perception of student and faculty behaviors in both the lower 
level (less severe) and higher level (more severe) categories of uncivil behaviors.   
Calculating valid percentages of individual behaviors, as an alternate view of the 
data, revealed that the highest percentage of students perpetrating uncivil behaviors, was 
that of final semester student respondents.  In addition, final semester student respondents 
reported themselves as perpetrators of the following behaviors; “Cheating on exams and 
quizzes”, “Making condescending or rude remarks toward others”, and “Using profanity 
(swearing, cussing) directed toward others” (9.1%, 9.5%, and 10% respectively).  None 
of the second semester student respondents admitted to perpetrating these behaviors.   
These findings indicated that students in this study, who have been enrolled in 
nursing education for three full semesters, were more uncivil than those who have been 
enrolled for only one full semester.  As the data indicated that incivilities have been 
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witnessed and experienced by all respondents in this study, when looking at the results of 
this study through the lens of Bandura’s SCT, one may surmise that nursing students in 
this program, who have been in nursing education longer, have learned to behave 
uncivilly by experiencing and witnessing more uncivil behaviors than those beginning 
their educational tenure.   
One interesting finding to note, is that although no final semester student 
respondents indicated the observation of students or faculty causing “Property damage”, 
13% of them indicated that they themselves were perpetrators of such behavior.   A noted 
area of concern was that second semester students indicated they had observed students 
and faculty, 11.1% and 5.6% respectively, “Making threatening statements about 
weapons” either “sometimes or often.”  This is cause for significant concern and an area 
in need of prompt attention by nursing school administrators. 
According to Bandura’s social cognitive theory (Bandura 1989), the uncivil 
behaviors experienced or witnessed by nursing students, may cause a desensitization to 
occur resulting in these negative behaviors being interpreted as normal professional 
behavior, causing students to repeat these uncivil behaviors.  Considering the results of 
this study through the lens of Bandura’s theory, interventions should be considered and 
implemented to avoid the behavior of current and new nursing students being negatively 
influenced by the behavior of their peers, members of the faculty, and/or clinical staff.    
Limitations 
The initial parameters of the survey settings in Qualtrics did not capture pertinent 
demographic data and resulted in a retraction and second dissemination.  This may have 
contributed to the decreased number of respondents, which is a significant limitation of 
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this study. The minimum sample size calculated to provide statistically significant data 
for the second semester cohort was 54 and the final semester cohort was 48 respondents. 
Applying a 95% confidence level to the response rate resulted in an 18% margin of error 
for the second semester and a 16% margin of error for the final semester results. The 
second distribution of the survey may have required some respondents to complete 
another survey which potentially decreased participation significantly, despite sending 
two additional survey reminders to those students who had not yet completed the survey. 
 The survey questions; “In which direction has each behavior occurred?” and 
“Where did each behavior occur?”  contained multiple items left unanswered by all 
participants in both cohorts.  The lack of an option to choose a response labeled “Both” 
limited respondents to select only “Clinical setting” or “Classroom setting” as the 
location of incivility.  This limitation may have caused these areas to be left unanswered 
by respondents.  It was the intent of the researcher that participants select the setting in 
which more uncivil behaviors occurred.  In hindsight, it is understood that experiences 
with incivility may have occurred equally as often in the classroom and clinical settings 
and students were not able to indicate this, resulting in this question remaining 
unanswered.  Although responding “Both” would not pinpoint the location, it may have 
provided data regarding which behaviors occurred in both areas.  
The survey question addressing the direction in which the incivility occurred did 
not offer an option to account for the possibility that the incivility was multidirectional, 
originated from, or was directed toward, a clinical staff nurse.  Although pilot participants 
requested the ability to provide written responses, the intent of the researcher was to 
eliminate the possibility of subjective interpretation of written responses by limiting the 
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responses to numerical data.  Retrospectively, providing the option of written responses 
may have resulted in a deeper understanding of the incivilities that occurred.  
The survey questions inquiring about the number of times participants behaved as 
the perpetrator of each item required respondents to self-report negative behaviors.  This 
carries with it the risk of a common method bias. This type of bias occurs when data is 
impacted by the methodology of the study.  In this study, student respondents may have 
been reluctant to fully disclose their own negative behavior.   
It should also be noted that the outcome of the pilot survey may have been 
impacted by the presence of the researcher.  This may have influenced the responses of 
pilot participants, their commitment to completing the survey, and their comfort level 
navigating through the survey as these pilot participants had the ability to ask questions 
or discuss concerns with the researcher while completing the survey.  
Recommendations 
As demonstrated by this study, incivility in nursing and nursing education is a 
current and continuing problem.  This problem is impacting nurses, the nursing 
profession, and patient care.  Collaboration among those in leadership positions within 
the educational and clinical arenas is critical for change to occur.  Recommendations for 
future research in this area to pinpoint the factors that contribute to, or are relevant to this 
ongoing problem, such as providing professional and patient care, the role of leadership, 
and policy development, are discussed in the following paragraphs.      
 Professional and patient care.  Theories of justice, according to Sandel (2009), 
revolve around virtuous, ethical, and moral behaviors. The expectation that nurses adhere 
to such behavior is represented in the American Nurses Association (ANA) Code of 
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Ethics for Nurses Provision 1.5; “the nurse creates an ethical environment and culture of 
civility and kindness, treating colleagues, coworkers, employees, students, and others 
with dignity and respect …. bullying, harassment, intimidation, manipulation, threats, or 
violence are always morally unacceptable behaviors.” (American Nurses Association, 
2015, p. 20).  Uncivil behaviors, that are rampant in nursing, directly contradict the 
standards of nursing and the behavior of nurses.   
When viewing incivility in nursing through the lens of social justice, the uncivil 
behaviors in nursing, and the devastating consequences from such behaviors, is seen as 
not only an unsafe, but also an unjust situation for patients and nurses.  Patients are 
placed in the care of nurses daily and these patients entrust the nursing staff with their 
lives.  Motivating the nursing profession, administrators and educators, to implement 
changes, and work toward a resolution, is critical to ensure the delivery of safe quality 
care for those served by, and those that are members of, the nursing profession.    
 It may be necessary for clinical and educational organizations to mandate 
attendance at professional education sessions that focus on the Code of Ethics for Nurses, 
and the negative impact uncivil behaviors have in the clinical and educational 
environments.  Professional education sessions developed and presented by members of 
the clinical and educational arenas, on a regular and continued basis, could present a 
professionally unified approach toward combatting the problem of incivility in nursing.   
Role of leadership.  Incivility in the workplace has been shown to negatively 
impact patients and nurses psychologically and physically and decreases a nurses’ 
commitment to an organization (Kerber et al., 2015; Lasala et al., 2016; Marchiando et 
al., 2010).  Based on the findings of this study, the experience of incivility occurs before 
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students become licensed nurses and the number of uncivil behaviors perpetuated by 
nursing students increase throughout the duration of the nursing program. 
If, as Bandura’s theory advances, the environment in which one learns or works 
shapes our behaviors is accurate, nursing students are learning to behave uncivilly by 
watching faculty and/or senior staff behave uncivilly during training.  Therefore, leaders 
in the clinical and educational arenas would benefit by working together to intervene and 
establish a more civil nursing profession.   
Coursework and other professional development initiatives introducing the 
concept of incivility and the negative impact incivility has on nursing students, the 
nursing profession, healthcare organizational costs, and patient safety are proposed for 
nursing students and nurses to understand the impact of uncivil behaviors.  It is 
recommended that the ANA Code of Ethics for Nurses, which guides the nursing 
profession, be introduced to nursing students at the beginning of their studies.  
Unfortunately, due to the focus on high stakes exams and skills necessary to pass the 
registered nurse licensing examination, very few associate’s level nursing programs 
dedicate an entire lecture to ethical behavior.  The ANA Code of Ethics is often 
mentioned in passing or postponed until an ethics course is provided within a 
baccalaureate program.  Introducing this information during program orientations and 
consistently incorporating the topic into various lectures and providing examples of 
unethical practices/behaviors, may be an alternate solution.  
Although teaching students about the consequences of incivility is critical, simply 
lecturing nursing students about the ANA Code of Ethics for Nurses, and the concepts of 
civility, is not enough.  According to Kouzes and Posner (2012, p. 17), “exemplary 
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leaders set the example by aligning actions with shared values.”   It is the responsibility 
of nursing education and clinical leaders to ensure this alignment occurs.  Bandura’s 
social cognitive theory aligns with Kouzes and Posner’s statement above by supporting 
the belief that people learn to behave by watching the behavior of others.  When applied 
to leadership and civility, the alignment of faculty and administrators’ behaviors with 
those behaviors desired of students and staff nurses, may help deter acts of incivility.  
Requiring the attendance of all levels of leadership at professional organizational 
meetings, focused on the issue of incivility in the healthcare environment, may be an 
effective means of increasing awareness regarding the impact their behaviors may have 
on others. 
Self-confidence and self-efficacy are concepts that enable nurses to trust their 
judgement and make decisions that ensure patient safety (Clark, 2008; Porter, Morphet, 
Missen, & Raymond, 2013).  Incivilities have been shown to have a negative impact on 
nurses’ and nursing students’ level of self-confidence and self-efficacy (Clark, 2008).  
Role-playing and simulating experiences with incivility is recommended as a means of 
providing the opportunity for participants to experience uncivil situations, and practice 
appropriate responses, in a safe environment.  An open discussion surrounding the 
simulated experience and the potential consequences of various responses, may provide a 
means of increasing the confidence level of participants, and prepare them for times they 
are confronted with similar situations in a real-world setting.  Simulated experiences with 
incivility are proposed as a technique to expose the problem of incivility and its 
destructive consequences to both nurses and nursing students, as well as educational and 
clinical leaders.  
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According to Anthony (2004), shared governance includes the characteristics of 
participation, collaboration, and empowerment of employees to motivate and self-govern.  
In nursing, shared governance also involves the “integration of core values and beliefs 
that professional practice embraces, as a means of achieving quality care” (Anthony, 
2004, p. 1).  Applying shared governance to the problem of incivility in nursing would 
indicate that integrating nurses’ and student nurses’ input into the development of 
organizational behavioral guidelines, would increase the likelihood of the established 
guidelines being followed.  Developing and signing detailed civility codes, with input 
from faculty, nurse managers, staff nurses, and students, at the beginning of each 
academic semester may be beneficial, as these civility codes could serve as a continuous 
reminder of what constitutes ethical nursing behavior.  In addition, this could provide a 
means of empowering employees, enforcing individual accountability, and promoting 
professional self-regulation. 
According to Bolman and Deal (2013, p. 112), “our most important asset is our 
people.”  Clinical nurse administrators and nurse educators who ascribe to and embrace 
this concept and provide a more nurturing and supportive relationship with each other 
ensure longevity in loyal employees which translates to improved patient care and the 
overall well-being of an organization.  
Policy development.  Findings of this research unearthed areas in need of prompt 
action as some of these uncivil behaviors pose safety concerns as well as destruction of 
property.  Of the students who completed the survey, 13% of them indicated they had 
caused “property damage” and 11.1% of second semester students had observed students 
“sometimes or often” “making threatening statements about weapons” and that 5.6% of 
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faculty had done the same. This is cause for significant concern and an area in need of 
prompt attention.   
It is proposed that zero tolerance policies be developed and implemented in 
academic and clinical environments to address incivility and promote the safety of 
students, faculty, nurses, and patients.  Providing a means for victims and witnesses to 
report incidents of incivilities without fear of repercussion from administration or staff, 
by assuring anonymity, may increase the accuracy of data and provide a clearer picture of 
the extent of incivility that exists in organizations.  The development of a task force 
designed to respond quickly, thoroughly review, and address incidents of incivility is also 
recommended as a means to further the awareness that uncivil behavior contradicts 
organizational culture and the ANA professional code of ethics.  In addition, open 
communication by leadership from both the educational and clinical setting, alongside the 
legal authorities, may aid in the development of effective safety measures and reporting 
procedures designed to avoid incidents of incivilities and ensure a prompt response 
occurs when necessary. 
Although accrediting agencies have mandated healthcare organizations develop 
and implement policies that address the negative culture of incivility, no data was located 
that indicated this is being actively or successfully enforced.  Increased involvement by 
nursing associations and accrediting agencies could include an expectation of 
organizational transparency regarding the frequency, severity, and consequences of 
uncivil behaviors that occur within an organization.  Annual reporting on incidents of 
incivility in organizations could be mandated with organizational noncompliance 
resulting in the loss of accreditation.  Policies developed that result in the revocation of 
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medical and/or nursing licenses when sequential, repetitive, or severe incivilities are 
perpetrated may drive home the serious consequences resulting from such behavior.   
In addition to the violent behaviors exposed through this research, 9.1% of final 
semester respondents reported they had been guilty of “Cheating on exams and quizzes” 
within the last 12 months. None of the second semester student respondents admitted to 
perpetrating these behaviors.  It is possible that an increased exposure to the uncivil 
behavior of others, over time enrolled in a nursing program, allowed these students to 
become desensitized and justify such behavior in themselves.  It is also possible that the 
high stakes exams that occur during the final semester drove students to perpetrate this 
behavior.  Until these possibilities are explored, clearly addressing this behavior, and 
enforcing the consequences, in the school’s code of conduct and the program’s civility 
code in detail may decrease the incidence of occurrence.   
Clearly communicated and consistently enforced policies outlining organizational 
expectations of behavior, and consequences of incivility, in both clinical and educational 
organizations may further a culture of civility.  It is unsafe and unjust that nurses, nursing 
students, and patients are experiencing behaviors that are in such stark contrast to the 
guiding principles of the profession.  These behaviors have been allowed to continue 
despite evidence of the negative impact on all involved, creating a call for action. 
Future research.  Because numerous stakeholders are negatively impacted by the 
ongoing problem of incivility in nursing, research in this area has many avenues to 
explore.  Comparisons of multiple institutions did not occur in this study, future studies 
involving two or more institutions is recommended to allow for a greater sample size.  
Research involving both associate and baccalaureate level nursing programs would also 
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provide data that more clearly plumbs the depth of this problem.  Although a longitudinal 
study was prohibitive in this study, given the time allotted in the participating doctoral 
program, conducting this type of research would provide an opportunity to investigate the 
changes in civility/incivility over time.  Using the same survey, research could be 
conducted within one or more nursing programs and implemented annually, or for 
randomly selected years, to potentially provide evidence of behavioral and institutional 
change over time.   
This study exposed the fact that the act identified as “Making threatening 
statements about weapons” is being perpetrated by both students and faculty.  This 
indicates that it is imperative that future research occur to unearth the cause(s) and 
potential solution(s) to such violent behavior.  Identifying the location where a 
statistically greater number of incivilities occur is critical to ensuring the safety of nurses 
and patients.  Using adapted surveys or qualitative methodology to unearth any site 
realities could allow administrators of both environments to plan accordingly to ensure 
safety for all those in the organization.  Due to the item nonresponse in this study, it 
remains unclear if this behavior is occurring more often in the classroom or the clinical 
setting.  Therefore, it is recommended that the questions regarding direction and location 
of uncivil behaviors be altered by giving participants the additional options to select 
“both.”  Another suggestion to illicit responses in these areas is to enable participants to 
enter written feedback.  This would allow respondents to provide a more detailed 
explanation of their experiences and clarify their responses to these questions.   
It is not known how uncivil each cohort of students was upon entering the nursing 
education program.  There may have been preexisting cohort differences which would 
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result in an inaccurate interpretation of data.  It is possible that a varying number of 
uncivil individuals enter the nursing program and further exposure to incivilities 
unleashes behaviors that lay dormant. To accurately account for preexisting differences, 
research designs investigating civility levels of cohorts, pre-participation in a nursing 
program and post-graduation from the nursing program, are recommended.   
Conclusion 
The goal of this quantitative study was to explore the incivility that occurs in 
nursing and the possibility that nursing education is perpetuating this type of negative 
behavior.  Incivility in the nursing profession is a direct contradiction to the American 
Nurse Association (ANA) Code of Ethics for Nurses.  However, based on these findings, 
the behavior continues to occur in nursing education and nursing practice.  Incivility has 
been identified as a contributing factor to dissatisfaction in the workplace, decreased 
commitment to health care organizations, negative physical and psychological 
consequences for nurses, and most importantly decreased patient safety.   
Viewing this problem through the lens of Bandura’s social cognitive theory 
prompts the following question: “Are nursing students repeating witnessed uncivil 
behaviors, and if so, where have these nursing students learned this negative behavior?”  
This study utilized a modified version of a survey used in previous national and 
international studies regarding incivility in nursing.  The original survey was developed 
by Cynthia Clark in 2011, entitled the Incivility in Nursing – Revised (INE-R) survey 
(Clark, 2011).  The modifications made for this study allowed the survey to explore any 
change that may occur over time in a nursing program regarding the number of 
incivilities perpetrated by nursing students.  The INE-R survey was also expanded by 
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requesting participants identify the direction and location in which each incivility 
occurred.  The development of descriptive frequency tables and the application of t-test 
analysis allowed for an understanding and comparison of the perceptions and actions of 
two disparate cohorts of nursing students in one nursing program.  One cohort consisted 
of second semester respondents.  The second cohort consisted of final semester 
respondents. 
Data analysis found that incivilities in this program of study were being 
experienced and perpetrated by both faculty and students.  These incivilities were 
categorized according to severity level; 15 less severe behaviors, and nine more severe 
behaviors.  The individual and grouped means of these behaviors revealed that the most 
severe, most frequently observed, and most often perpetrated incivilities resulted from 
data received from respondents in their final semester of the nursing program.  These 
results provided an additional piece of information to the puzzling problem of the 
continued incivility in nursing by demonstrating that the number of uncivil acts 
perpetrated by students, in this program of study, increased according to length in a 
nursing education program.  Applying Bandura’s social cognitive theory to the results of 
this study, would indicate that the nursing education process is perpetuating the cycle of 
incivility in this program, as nursing students learn to behave uncivilly by watching the 
uncivil behaviors of others.   
Considering the number of stakeholders impacted by the uncivil environment 
found to exist in the nursing profession, one would assume a solution to this dangerous 
problem would have been implemented. Yet, incivility continues, contradictory to the 
professional code of ethics, and is perpetrated by nurses, nurse educators, and nurse 
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administrators. These negative behaviors are disruptive to the profession whereby 
decreasing communication, causing distress for those involved, and endangering the 
welfare of vulnerable patients entrusted to the care of a nurse. 
As incivility in nursing is a multicausal issue, it requires a multipronged approach 
toward resolution.  In light of the negative impact the problem of incivility in nursing and 
nursing education has on nurses, the nursing profession, health care organizations, and 
most profoundly on patients, a solution must be diligently pursued.  A call to action is 
essential. By working together, nurse associations, accrediting bodies, educators, and 
administrators can become a unified force and ensure civil behaviors that adhere to the 
ANA Code of Ethics for Nurses, and provide a just and safe environment for nurses, 
nursing students, and patients be the prevalent behavior experienced in the healthcare 
environment.  
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Appendix B 
Correspondence Regarding INE-R Survey Use and Modification 
 
-------- Original message -------- 
 
Can you give me some more information?  What survey is it?  Do you have a copy of the 
agreement? 
  
I’m glad to help. 
Melissa 
  
______________________________________________________ 
Melissa Jadlos 
Library Director 
Lavery Library 
St. John Fisher College 
3690 East Avenue 
Rochester, NY  14618 
585-385-8164 
585-385-8445 fax 
mjadlos@sjfc.edu 
Library Journal Mover & Shaker 
  
  
  
  
From: Stephenson, Jane [mailto:jes01694@sjfc.edu]  
Sent: Monday, September 25, 2017 5:17 PM 
To: Jadlos, Melissa E <mjadlos@sjfc.edu> 
Subject: Existing survey 
 
Hi Melissa, 
 
The survey is the Incivility in Nursing Education - Revised (INE-R) survey developed by 
Cynthia Clark.  I have attached the agreement. 
 
Thank you!  
Attachments area 
Preview attachment Clark_INER_Stephenson_St John Fisher College_15Sept2017.doi 
Jane, 
This is pretty straightforward, you need to pay the fee and agree to the terms in order to use 
the instrument. 
Melissa 
 
 
Cindy Clark <cclark@boisestate.edu> 
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Mon 9/11/2017 10:34 AM 
Inbox 
To: 
Stephenson, Jane E; 
Cc: 
Katy Ritter <katyritter@boisestate.edu>; 
To help protect your privacy, some content in this message has been blocked. To re-enable the blocked 
features, click here. 
To always show content from this sender, click here. 
You replied on 9/12/2017 8:23 PM. 
Hello again Jane--I have copied Katy Ritter on this e-mail. It's OK with me to add 
the additional information; however, it will render the validity and reliability of 
the instrument invalid. 
Best wishes- 
 
Dr. Cynthia Clark 
Cynthia (Cindy) Clark PhD, RN, ANEF, FAAN 
Professor Emeritus 
Boise State University 
cclark@boisestate.edu  
208-866-8336 (cell) 
Civility Matters© research.boisestate.edu/ott/civility-matters-3 
Author of "Creating and Sustaining Civility in Nursing Education" 
 
 
Dr. Clark, 
  
Yes, I am interested in using the INE-R in my research so please put me in 
touch with the correct person. 
  
Do I have your permission to add columns to gather the additional information 
mentioned in my previous message? 
  
Thank you, 
  
Jane Stephenson MS, RN 
Assistant Professor of Nursing 
Department Chair – Nursing AAS 
  
Morrisville State College 
105 Bailey Hall 
Morrisville, NY 13408 
315-684-6347 
stepheje@morrisville.edu 
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Appendix C 
Alignment of Research Questions (RQ) and Corresponding Survey Question (SQ) 
 
 
 
 
Research Question (RQ) Survey Question (SQ) 
RQ 1.   What is the 
perceived severity, 
frequency, location, and 
source of incivility 
identified by the nursing 
student after completing 
the first semester of 
nursing education?  
 
SQ 1, 2, 3, 4, 5 as follows for student (items 1-24) and  
SQ 1,2,3, & 4 for faculty (items 25-48) behaviors: 
1. Identifies severity 
2. Identifies frequency of occurrence 
3. Identifies direction of incivility 
4. Addresses location  
5. Identifies frequency of participant perpetration 
 
RQ 2.   What is the 
perceived severity, 
frequency, location, and 
source of incivility 
identified by the nursing 
student at the beginning of 
the final semester of 
nursing education?  
 
SQ 1, 2, 3, 4, 5 as follows for student (items 1-24) and   
SQ 1,2,3, & 4 for faculty (items 25-48) behaviors: 
1. Identifies severity 
2. Identifies frequency of occurrence 
3. Identifies direction of incivility 
4. Addresses location  
5. Identifies frequency of participant perpetration 
 
RQ 3.   Is there a difference 
between the reported 
severity, frequency, 
location, and source of 
incivility identified by the 
nursing student beginning 
their second semester of 
nursing education and 
those beginning their final 
semester of nursing 
education? 
 
 A comparison of the responses to the first two research 
questions given by participants in the second semester 
cohort with the final semester cohort 
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Appendix D 
St. John Fisher IRB Approval 
 
January 16, 2018 
 
                                                                                                                    
 
File No: 3822-122117-21 
Jane Stephenson  
St. John Fisher College 
 
 
Dear Ms. Stephenson:   
  
Thank you for submitting your research proposal to the Institutional Review Board. 
  
I am pleased to inform you that the Board has approved your Expedited Review project, “Incivility 
in Nursing Education:  The Role of Nursing Education in the Perpetuation of Incivility in the Nursing 
Profession.”      
 
Following federal guidelines, research related records should be maintained in a secure area for 
three years following the completion of the project at which time they may be destroyed.  
 
Should you have any questions about this process or your responsibilities, please contact me at 
irb@sjfc.edu. 
 
 
Sincerely, 
 
  
 
Eileen Lynd-Balta, Ph.D. 
Chair, Institutional Review Board 
 
ELB: jdr 
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Appendix E 
 
Invitation to Participate in the Doctoral Research 
Incivility in Nursing and Nursing Education 
INE-R+ Survey  
 
Purpose:  
The purpose of this study is to examine the experiences nursing students have with incivility during their 
nursing education and determine if these experiences impact the student’s uncivil behaviors.  The 
information you provide may help identify causes and therefore potential resolutions for this problem.  
Therefore, self-reflection and honest responses are important. Demographic questions regarding age, 
gender, race, and ethnicity will be requested and used solely to add to the data and provide a thorough and 
accurate representation of the problem of incivility.  This study is part of a doctoral student’s dissertation 
and is under the supervision of the dissertation committee.  
  
Voluntary Nature of the Study/Confidentiality: 
Your participation in this study is entirely voluntary.  You may refuse to complete the study at any point or 
refuse to answer any questions with which you are uncomfortable. By proceeding to the survey through the 
link below, all email addresses entered will not be able to be traced to the responding surveys.  All data will 
be password protected or locked in the researcher’s desk to which the research only will have the key.  
Information that would make it possible to identify you or any other participant will never be included in 
any sort of report. The data will be accessible only to those working on the project.  
 
Procedure:   
By clicking on the link below you will be directed to the online survey tool Qualtrics.  You will see the 
confidentiality statement above and you will be asked if you agree to participate in the study.  By selecting 
“Yes” you will be directed to the survey. 
 
If you agree to be in this study, you will be asked to do the following: 
1.  Complete the survey distributed to you through Qualtrics. 
The total time required to complete the survey is estimated to be approximately 30 minutes.  
2.  At the end of the survey you will be directed to another survey where you may enter your email address 
to be entered in a random drawing for a $50-dollar incentive gift certificate. 
 
Benefits/Risks to Participant: 
 
Participants will contribute to the body of knowledge regarding incivility in nursing and nursing education.  
Participants will be entered in a random drawing for a 50-dollar gift certificate.  Participation will not be 
tied to any grade or evaluation.  No risks to participants have been identified. 
Contacts and Questions: 
If you have questions, please feel free to contact the researcher Professor Jane Stephenson at 
jes01694@sjfc.edu    
 
By responding "Yes" below, you are giving consent to participate in the survey and will 
be directed to the first question.   
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By responding "No" below, you will be directed to the end of the survey. 
 
 
 
 
 
Appendix F 
Consent Statement on Qualtrics 
 
 
 
 
 
Voluntary Nature of the Study/Confidentiality: 
 
 
The information you provide here may help identify causes of incivility in nursing and 
therefore potential resolutions for this problem. Demographic questions regarding age, 
gender, race, and ethnicity will be requested and used solely to add to the data and 
provide a thorough and accurate representation of the problem of incivility. 
 
 
Your participation in this study is entirely voluntary.  You may refuse to complete the 
study at any point or refuse to answer any questions with which you are 
uncomfortable.   All responses are anonymous and are not traceable to your email 
address.   All data will be password protected or locked in the researcher’s desk to which 
the researcher only will have the key.   The data will be accessible only to those working 
on the project. 
 
 
By completing the survey, you will be entered into a drawing for a $50 gift certificate to 
be presented to the selected winner on or before March 30, 2018. 
 
 
By responding "Yes" below, you are giving consent to participate in the survey and will 
be directed to the first question.  
 
 
By responding "No" below, you will be directed to the end of the survey. 
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Appendix G 
Incivility in Nursing Education – Revised Plus (INE-R+) 
 
INE-R+ - Version 2 
 
 
Start of Block: Block 1 
 
Q1  
Voluntary Nature of the Study/Confidentiality: 
  The information you provide here may help identify causes of incivility in nursing and therefore potential resolutions for this problem. Demographic 
questions regarding age, gender, race, and ethnicity will be requested and used solely to add to the data and provide a thorough and accurate 
representation of the problem of incivility. 
Your participation in this study is entirely voluntary.  You may refuse to complete the study at any point or refuse to answer any questions with which 
you are uncomfortable.   All responses are anonymous and are not traceable to your email address.   All data will be password protected or locked in the 
researcher’s desk to which the researcher only will have the key.   The data will be accessible only to those working on the project.  
By completing the survey, you will be entered into a drawing for a $50 gift certificate to be presented to the selected winner on or before March 30, 
2018. 
By responding "Yes" below, you are giving consent to participate in the survey and will be directed to the first question.   
By responding "No" below, you will be directed to the end of the survey. 
   
o Yes (1)  
o No (2)  
 
 
End of Block: Block 1 
 
Start of Block: Default Question Block 
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Q2 Demographic Items: 
 
Please fill in the bubble that best corresponds with the descriptive items below: 
 Gender Age Race Ethnic Group College Attending 
Current 
Semester 
 Male (1) 
Female 
(2) 
18-
30 
(1) 
31-
40 
(2) 
41-
50 
(3) 
> 
50 
(4) 
Caucasian 
(1) 
African 
American 
(2) 
Asian 
(3) 
Other 
(4) 
Arab 
(1) 
Native 
American 
(2) 
Jewish 
(3) 
Hispanic 
(4) 
Other 
(5) 
MSC 
(1) 
MVCC 
(2) 
Second 
(1) 
Final 
(2) 
Please fill in 
the bubble 
accordingly: 
(1)  o  o          o  o  o  o  o  o  o  o  o  o  o  o  o  
 
 
 
 
Q3    Listed are some STUDENT behaviors you may have experienced or seen in the nursing academic environment.  Please fill in the appropriate bubble regarding the level of incivility, how often each behavior 
occurred, where each behavior occurred, and by whom during your time in nursing education: 
 Where did each behavior occur? 
In which direction 
has each behavior 
occurred? 
How often has each behavior occurred 
while in nursing education? 
How do you rate the level of incivility for each 
behavior below? 
How often have you been the 
perpetrator of each behavior below 
while participating in nursing education? 
 Classroom Setting (1) 
Clinical 
setting 
(2) 
Student 
to 
Faculty 
(1) 
Student 
to 
Student 
(2) 
Never 
(1) 
Rarely 
(2) 
Sometimes 
(3) 
Often 
(4) 
Not 
Uncivil 
(1) 
Somewhat 
Uncivil (2) 
Moderately 
Uncivil (3) 
Highly 
Uncivil 
(4) 
Never 
(1) 
Rarely 
(2) 
Sometimes 
(3) 
Often 
(4) 
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Expressing 
disinterest, 
boredom, or 
apathy about 
course content 
or subject matter 
(1)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Making rude 
gestures or non-
verbal behaviors 
toward others 
(eye rolling, 
finger pointing, 
etc.) (2)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Sleeping or not 
paying attention 
in class (doing 
work for other 
classes, not 
taking notes, 
etc.) (3)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Refusing or 
reluctant to 
answer direct 
questions (4)  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Using a 
computer, 
phone, or other 
media device 
during class, 
meetings, 
activities for 
unrelated 
purposes (5)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Arriving late for 
class or other 
scheduled 
activities (6)  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Leaving class or 
other scheduled 
activities early 
(7)  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Being 
unprepared for 
class or other 
scheduled 
activities (8)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
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Skipping class or 
other scheduled 
activities (9)  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Being distant and 
cold toward 
others 
(unapproachable, 
rejecting faculty 
or other 
student's 
opinions) (10)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Creating tension 
by dominating 
class discussion 
(11)  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Holding side 
conversations 
that distract you 
or others (12)  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Cheating on 
exams or quizzes 
(13)  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Making 
condescending 
or rude remarks 
toward others 
(14)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Demanding 
make-up exams, 
extensions, or 
other special 
favors (15)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Ignoring, failing 
to address, or 
encouraging 
disruptive 
behaviors by 
classmates (16)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Demanding a 
passing grade 
when a passing 
grade has not 
been earned (17)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
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Being 
unresponsive to 
emails or other 
communications 
(18)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Sending 
inappropriate or 
rude emails to 
others (19)  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Making 
discriminating 
comments 
(racial, ethnic, 
gender, etc.) 
directed toward 
others (20)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Using profanity 
(swearing, 
cussing) directed 
toward others 
(21)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Threats of 
physical harm 
against others 
(implied or 
actual) (22)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Property damage 
(23)  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
Making 
threatening 
statements 
about weapons 
(24)  
o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  o  
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Q4 Listed are some FACULTY behaviors you may have experienced or seen in the nursing academic environment. Please fill in the appropriate bubble regarding the level of incivility and how often each behavior 
occurred during your nursing education: 
 How do you rate the level of incivility for each behavior below? 
How often has each behavior occurred during 
your time in nursing education? 
In which direction 
has each behavior 
occur? 
Where did each 
behavior occur? 
 Not Uncivil (1) Somewhat Uncivil (2) 
Moderately 
Uncivil (3) 
Highly 
Uncivil 
(4) 
Never 
(1) 
Rarely 
(2) 
Sometimes 
(3) 
Often 
(4) 
Faculty 
to 
Student 
(1) 
Faculty 
to 
Faculty 
(2) 
Classroom 
Setting (1) 
Clinical 
Setting 
(2) 
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Expressing 
disinterest, 
boredom, or 
apathy about 
course content 
or subject matter 
(1)  
o  o  o  o  o  o  o  o  o  o  o  o  
Making rude 
gestures or 
nonverbal 
behaviors toward 
others (eye 
rolling, finger 
pointing, etc.) (2)  
o  o  o  o  o  o  o  o  o  o  o  o  
Ineffective or 
inefficient 
teaching method 
(deviating from 
course syllabus, 
changing 
assignment or 
test dates) (3)  
o  o  o  o  o  o  o  o  o  o  o  o  
Refusing or 
reluctant to 
answer direct 
questions (4)  o  o  o  o  o  o  o  o  o  o  o  o  
Using a 
computer, 
phone, or 
another media 
device in faculty 
meetings, 
committee 
meetings, or 
other work 
activities for 
unrelated 
purposes (5)  
o  o  o  o  o  o  o  o  o  o  o  o  
Arriving late for 
class or other 
scheduled 
activities (6)  o  o  o  o  o  o  o  o  o  o  o  o  
Leaving class or 
other scheduled 
activities early 
(7)  o  o  o  o  o  o  o  o  o  o  o  o  
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Being 
unprepared for 
class or other 
scheduled 
activities (8)  
o  o  o  o  o  o  o  o  o  o  o  o  
Canceling class or 
other scheduled 
activities without 
warning (9)  o  o  o  o  o  o  o  o  o  o  o  o  
Being distant and 
cold toward 
others 
(unapproachable, 
rejecting 
student's 
opinions) (10)  
o  o  o  o  o  o  o  o  o  o  o  o  
Punishing the 
entire class for 
one student's 
misbehavior (11)  o  o  o  o  o  o  o  o  o  o  o  o  
Allowing side 
conversations by 
students that 
disrupt class (12)  o  o  o  o  o  o  o  o  o  o  o  o  
Unfair grading 
(13)  o  o  o  o  o  o  o  o  o  o  o  o  
Making 
condescending 
or rude remarks 
toward others 
(14)  
o  o  o  o  o  o  o  o  o  o  o  o  
Refusing to 
discuss make-up 
exams, 
extensions, or 
grade changes 
(15)  
o  o  o  o  o  o  o  o  o  o  o  o  
Ignoring, failing 
to address, or 
encouraging 
disruptive 
student 
behaviors (16)  
o  o  o  o  o  o  o  o  o  o  o  o  
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Exerting 
superiority, 
abusing position, 
or rank over 
others (e.g., 
arbitrarily 
threatening to 
fail students) (17)  
o  o  o  o  o  o  o  o  o  o  o  o  
Being unavailable 
outside of class 
(not returning 
calls or emails, 
not maintaining 
office hours) (18)  
o  o  o  o  o  o  o  o  o  o  o  o  
Sending 
inappropriate or 
rude e-mails to 
others (19)  o  o  o  o  o  o  o  o  o  o  o  o  
Making 
discriminating 
comments 
(racial, ethnic, 
gender, etc.) 
directed toward 
others (20)  
o  o  o  o  o  o  o  o  o  o  o  o  
Using profanity 
(swearing, 
cussing) directed 
toward others 
(21)  
o  o  o  o  o  o  o  o  o  o  o  o  
Threats of 
physical harm 
against others 
(implied or 
actual) (22)  
o  o  o  o  o  o  o  o  o  o  o  o  
Property damage 
(23)  o  o  o  o  o  o  o  o  o  o  o  o  
Making 
threatening 
statements 
about weapons 
(24)  
o  o  o  o  o  o  o  o  o  o  o  o  
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Appendix H 
        Explanatory Letter to Students 
 
Dear Students, 
  
It has come to my attention that specific options regarding the distribution of the survey you were 
recruited to complete, were not accessible.  This has greatly impacted the research as it omits the 
most critical piece of this study; specifically, your classification.  This matter has been corrected. 
I understand that you may have completed the survey.  However, your input in this research is 
invaluable and I am hoping that you will take the time to complete the survey again, or perhaps for 
the first time.  This is the only way for the data to be collected that will address the issue of incivility 
in nursing education, for which the survey was designed to study. 
I sincerely apologize for any inconvenience and am truly grateful for your patience and assistance in 
this important research. 
  
Sincerely, 
  
Jane Stephenson 
 
Dear Nursing Student, 
  
My name is Jane Stephenson.  I am a doctoral student at St. John Fisher College (SJFC) conducting 
research on the topic of incivility in nursing and nursing education.  The purpose of this research is to 
examine the experiences nursing students have with incivility while they are receiving their nursing 
education and determine if these experiences impact the student’s own behaviors.   
  
The information you provide may help identify causes and therefore potential resolutions for the problem 
of incivility in nursing.  Self-reflection and honest responses are important.   
  
The Institutional Review Board(s) (IRB) from the appropriate institutions have reviewed this project and 
granted permission to conduct this research.  All responses to the survey will not be able to be traced back 
to any email address and confidentiality is assured.   
  
Please review the consent form below which provides a link at the bottom for you to access the 
survey.  The survey takes approximately 10-20 minutes to complete. 
  
Thank you for your participation, 
 
Jane Stephenson 
Doctoral Candidate – St. John Fisher College 
